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OF INTESTINAL TUBERCULOSIS 


C. D. THomas, M. D. 
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Until comparatively recent times, the de- 
velopment of intestinal] tuberculosis in pa- 
tients with pulmonary disease has been con- 
sidered a hopeless complication. Modern 
methods of treatment, however, have gradu- 
ally improved the prognosis, and most cases 
in which the condition is recognized early 
and some of the more advanced cases may 
completely recover. The symptoms of in- 
testinal tuberculosis are often indefinite and 
require careful study to determine their 
cause. The symptoms may be due to the 
toxemia of the pulmonary disease, to definite 
intestinal involvement, or to some condition 
entirely unrelated to the tuberculosis. 

A review of the literature indicates that 
the great majority of patients with pulmo- 
nary disease who come to autopsy also have 
intestinal involvement. Most authors report 
that 70 to 80 per cent of patients dying with 
pulmonary tuberculosis are found to have, 
this complication. Cullen” reports that in 
1043 autopsies on tuberculous subjects, 70.4 
per cent were found to have intestinal tuber- 
culosis. He found that the incidence was 


highest from 10 to 19 years of age and was. 


gradually reduced after 30 years; that the’ 
disease was more: frequent in females than 
in males, and among those having a caseéous- 
pneumonic type of pulmonary lesion than 
among those with the chronic hematogenous 
type. Careful studies of sanatorium patients 
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reveal that only 3 to 28 per cent have definite 
intestinal involvement”). 

Berghoff has listed as predisposing fac- 
tors constipation with stagnation, and pre- 
existing colitis caused by loca] trauma and 
trophic changes. 

There is no unifofmity of opinion concern- 
ing the development of intestinal tubercu- 
losis. Archibald) considered the hemato- 
genous route the most likely, while Goldberg, 
Sweany and Brown" felt that the lymphatic 
route probably was responsible for the great- 
er number of cases. Cullen‘'’ states that the 
incidence of intestinal involvement varies 
directly with the number of tubercle bacilli 
in the sputum. He also states that a high 
percentage of patients die of miliary tu- 
berculosis who have intestinal disease (63.8 
per cent), and that the hematogenous route 
of spread is probably more common than is 
usually believed. 

Bockus, Tumen and Kornblum’ have re- 
ported two cases of primary tuberculosis of 
the intestine without pulmonary involve- 
ment. They state that few primary cases 
occur after 8 years of age, and that most of 
them are caused by the bovine type of the 
organism. 

Intestinal tuberculosis is generally divided 
into three types: hypertrophic, sclerotic and 
ulcerative. 

Hypertrophic lesions are almost always 
, (a) McConkey, M.: Cod Liver Oil and Tomato Juice in 
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found in the cecum. Brown‘ and Dowdle‘) 
report these as tuberculomas and state that 
they are very difficult to differentiate from 
new growths involving the same area. 

The sclerotic or fibrous type is probably 
secondary to ulceration, and by thickening 
and fibrosis of the intestinal wall tends to 
produce annular constriction and stenosis. 

By far the most common type of lesion is 
the ulcerative. The most common site of 
ulcers is in the ileocecal region. Brown and 
Sampson) have found this area to be in- 
volved in 85 per cent of all cases, although 
the lesions may occur anywhere from the 
stomach to the rectum. In the ileum the 
ulcers occur with their long axis to the axis 
of the bowel, while in the colon they tend 
to encircle the bowel, They may begin as 
mere abrasions with tubercle formation, 
caseation and ulceration, and then coalesce 
with others to produce large ulcers. They 
tend to heal by fibrosis. 

The diagnosis of intestinal tuberculosis 
depends largely on the symptoms presented 
and upon x-ray examination of the gastro- 
intestinal tract. The demonstration of viru- 
lent tubercle bacilli in the stool in the ab- 
sence of pulmonary disease justifies a diag- 
nosis of tuberculosis of the intestine’, but 
in the presence of pulmonary disease it is of 
no value’, 

Patients with pulmonary tuberculosis are 
prone to have many gastro-intestinal svmp- 
toms which are due to the toxemia of the 
disease and to the long periods of bed rest. 
Symptoms suggestive of beginning intestinal 
tuberculosis are nervousness and irritability, 
constipation in one who formerly had regu- 
lar habits, loss of appetite, discomfort after 
meals, a sensation that the stomach becomes 
filled after very little food, flatulence, and 
fever which is not explained by the progress 
of the pulmonary lesion. 

As the disease becomes more advanced the 
symptoms are more definite. The patient 
has alternating diarrhea and constipation, 
anorexia, nausea, vomiting, abdominal pain 
and tenderness, foul smelling stools, and 
emaciation. 

The most reliable diagnostic aid is gastro- 
intestinal x-ray examination by barium meal. 
7. Brown, P. W.: Tuberculomas of the Bowel, Surg. C'inics 
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Brown and Sampson") have noted the in- 
ability of the diseased portions of the in- 
testine to fill with the meal, and hypermo- 
tility of the same area and general hyper- 
function of the entire tract. X-ray films 
should be made seven, eight, ten and twenty- 
four hours after the barium meal, and it 
has been our practice to make a fluoroscopic 
examination every hour, starting at the 
fourth or fifth hour, as this will occasionally 
demonstrate filling defects which might have 
been missed on the x-ray plates. The barium 
enema will often add valuable information 
in questionable cases although it is not 
sufficiently accurate to make a diagnosis ex- 
cept in advanced cases. 

The differential diagnosis includes con- 
sideration of chronic ulcerative colitis, par- 
ticularly of the regional or localized type; 
ulceration from Endameba histolytica; ap- 
pendicitis; gastric disorders such as peptic 
ulcer and achylia gastrica; nutritional dis- 
orders such as pernicious anemia and pel- 
lagra; hyperthyroidism; poisoning by lead or 
arsenic; gastric symptoms following left 
phrenic nerve operation; multiple intestinal 
polyposis; diverticulosis and diverticulitis: 
malignant and benign tumors; and some of 
the rare colonic diseases. 

Among the complications which have been 
attributed to intestinal tuberculosis are many 
unusual conditions. In our own experience 
mild intestinal hemorrhages, localized peri- 
tonitis, localized abscess and _ perforation 
have occurred. In addition to these, mixed 
infection, stricture, generalized tuberculous 
peritonitis, miliary tuberculosis, amyloid dis- 
ease, intussusception, and carcinoma have 
been reported”. Practically all of these 
complications occur in late stages of the dis- 
ease and change very little the final outcome 
of a case. 

The treatment of hypertrophic and scle- 
rotic types of tuberculous colitis is largely 
surgical. Both types cause partial or com- 
plete intestinal obstruction. 

The treatment of the ulcerative type is a 
medicai problem which is not yet solved. 
Complete bed rest with control of the pul- 
monary lesion by appropriate measures is 
by far the most important part of treatment. 
In many patients admitted to the Sanatorium 
with definite intestinal tuberculosis all in- 
testinal symptoms have disappeared and the 
gastro-intestinal x-rays have returned to nor- 
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mal after the sputum has been rendered 
negative by collapse therapy. 

The next most important item of treat- 
ment is the diet. It should contain 2500 to 
3000 calories per day, and have very little 
residue. During exacerbations of symptoms 
the diet should be largely liquids, given in 
small amounts at frequent intervals. 

McConkey" first reported the use of vita- 
mins A, D and C in the form of cod liver 
oil and tomato juice ('% oz. of cod liver oil 
in 3 oz. of tomato juice twice daily) in the 
treatment of the disease and this method 
has been generally accepted. He recently has 
reported on the use of the same preparation 
as a prophylactic measure'**’. It has reduced 
the incidence of intestinal involvement from 
10.7 per cent to 1 per cent, and the wider use 
of vitamin products has apparently reduced 
the incidence among patients on admission. 

The advantages of heliotherapy and ultra- 
violet radiation have been a much discussed 
subject. It is our opinion that any benefits 
derived from their use are overshadowed by 
the harm which might come to the patient 
from breaking his rest by frequent moving 
and manipulation. If the treatment can be 
given without this interruption of his rest, 
and if his chest is not exposed it is probably 
of definite benefit. 

Pneumoperitoneum, or the instillation of 
oxygen or air into the peritoneal cavity, has 
been reported to give relief of all symp- 
toms"), In our experience it has given 
marked relief to some patients, but only 
partial relief to others. If this procedure is 
indicated in the treatment of the pulmonary 
lesion it should be used, but it has too many 
dangers to be used only for the relief of 
abdominal distress. Patients may develop 
generalized tuberculous peritonitis and rup- 
ture of the intestine with its usual fatal re- 
sult. 

A 10 per cent solution of calcium gluco- 
nate or chloride given intravenously in 10 
cc. doses once or twice weekly and supple- 
mented by calcium lactate, calcium gluconate 
or dicalcium phosphate in 1 or 2 Gm. doses 
three times a day by mouth will often give 
marked symptomatic relief, particularly of 
indefinite pain and discomfort. 

Castor oil in small doses about once a week 
will bring symptomatic relief to many pa- 
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tients during exacerbations of flatulence, 
pain, mild diarrhea or general abdominal 
discomfort. Many patients will ask for such 
unpleasant medication. 

In the severe cases treatment must be di- 
rected toward the relief of specific symp- 
toms. Bismuth subnitrate in 1 or 2 Gm. 
doses will often aid in controlling diarrhea. 
Trasentin"*® in doses of 75 mg. three times 
daily has been reported to control pain. In 
our own experience it has not been very 
satisfactory, but has given relief to some of 
the milder cases. Paregoric and laudanum 
may become necessary for the control of 
pain and diarrhea, but should be used with 
caution. Glucose in the 50 per cent solution 
given intravenously will occasionally relieve 
severe nausea, at least temporarily. If 
nausea and vomiting are both present nor- 
mal saline and glucose intravenously will 
prevent the patient from becoming dehy- 
drated. , 

Since so many different treatments are ad- 
vocated, it is readily seen that none are en- 
tirely satisfactory. Therefore the greatest 
effort should be toward prevention and early 
diagnosis. Every case of pulmonary disease 
should be diagnosed as early as possible, and 
should be controlled by appropriate methods 
of treatment, so that there will be less chance 
of intestinal involvement. 


18. Cherry, Homer H.: Symptomatic Treatment of Intestinal 
Tuberculosis with Trasentin, Am. Rev. Tuberc. 52:138 
(July) 1940. 





CONCEPTS AS TO THE ETIOLOGY OF 
NON-SPECIFIC ULCERATIVE COLITIS 


O. NORRIS SMITH, M. D. 
GREENSBORO 


Under various names. the clinical and 
pathological pictures of ulcerative colitis 
have been established for eighty years or 
more, and the more recent radiological pic- 
ture is usually quite definite. This disease is 
not restricted to any age, although it is more 
common in the second, third and fourth 
decades; nor to one sex, although it seems 
a little more common among males; nor to 
any season, although a few more cases 
originate in January, February and July 
than in other months; nor to any geographic 
zone". It is neither infective nor epidemic, 
and rarely if ever does more than one case 


1. (a) Paulson, M.: Present Status of Idiopathic Ulcerative 
Cojitis, J. A. M. A. 101:1687 (November 25) 1933; (b) 
Bargen, J. A., et al.: Studies on Life Histories of Pa- 
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occur in the same family. The incidence is 
said to be steadily increasing, but I have 
been unable to secure statistical data to con- 
firm this statement. About 40 per cent of 
patients become symptom-free, about 35 per 
cent improve, and about 25 per cent get pro- 
gressively worse or die‘), 

Predisposing factors are as vague and in- 
consistent as are etiological factors"). Upper 
respiratory infections mark the initial on- 
set in about 12 per cent of the cases, and 
precipitate exacerbations in about 16 per 
cent. In smaller groups (3 to 4 per cent 
each), the onset or the flare-ups coincide 
with ‘physical fatigue or mental shock’, with 
dietary indiscretion, with pregnancy, or with 
exposure to epidemic dysentery. 

Most investigators have sought for some 
pathogenic agent which accounts for the dis- 
ease. In the normal human being, the colon 
is inhabited predominantly by bacilli, and 
the ileum harbors cocci. Diarrhea of any 
sort will mechanically cause more viable 
cocci to be in the stool than are present 
under normal conditions. The presence of 
blood favors the growth of such cocci, and 
inhibits the growth of the bacilli. A bloody 
diarrhea is thus particularly apt to produce 
a preponderance of abnormal bacteria in 
the stool'”’. 

The bacteria which have been incriminated 
as etiological agents in this disease are too 
numerous for individual discussion. Among 
the bacilli mentioned are B. pyocyaneus, B. 
lactis-aerogenes, B. mucosus-capsulatus, Sal- 
monella paratyphoid-B, Shigella dysenteriae, 
and even the normally saprophytic B. coli; 
the list of cocci includes enterococci, diplo- 
cocci, streptococci, pneumococci, and staphyl- 
ococci; among the anaerobic organisms, ac- 
tinomyces necrophorus has been particularly 
accused; among the fungi, Geotrichum and 
Monilia albicans have been thought impor- 
tant; and finally, among the parasites, En- 
dameba histolytica and Balantidium coli have 
been considered significant. Experimentally, 
none of these organisms have sufficed to:pro- 
duce the disease. Several of them are so 
often mentioned that they merit further dis- 
cussion. 

Hurst’ in 1921 suggested that ulcerative 
colitis was a chronic infection due to Shigella 
dysenteriae, as evidenced by recovery of or- 
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ganisms from the stool of many patients, 
and by positive blood agglutination tests in 
others. Mackie’) has shown that infection 
by strains of Escherichia coli may produce 
these agglutinins, which are not specific and 
are often present in the absence of demon- 
strable dysentery infection. In the New York 
area, about 20 per cent of ulcerative colitis 
patients harbor dysentery organisms in their 
stools. 

It is generally considered that in about 5 
per cent of the cases of ulcerative colitis 
Endameba histolytica is present in the stools, 
and that these cases are amenable to specific 
anti-amebic therapy. Most authors exclude 
patients who harbor either amebae or dysen- 
tery organisms from the group generally 
classed as ‘non-specific’ or ‘idiopathic’ ulcer- 
ative colitis. 

Bargen”) in 1924 reported the identifica- 
tion, more often by stained smear than by 
culture, of a diplococcus in the stools of a 
majority of his patients. He considered this 
the etiological agent. There is widespread 
disagreement with this belief, because differ- 
ent strains of the organism obtained from 
Dr. Bargen by other investigators vary in 
cultural behavior, in resistance to heat, and 
in serological characteristics, while there is 
a close immunological relationship with 
strains of enterococci’. Others have been 
unable to find the organism in a majority of 
their patients”. There seems to be little 
support for this theory outside of Bargen’s 
clinic. 

The anaerobic actinomyces necrophorus 
has been found by stool cultures to be present 
in 27 of 38 patients with chronic ulcerative 
colitis and in 7 of 28 patients with other 
types of diseased colons, and absent in all 
of 99 subjects with normal colons. Though 
this organism is lethal when administered 
parenterally to experimental animals it does 
not produce ulcerative colitis. 

Fungus studies of the stools were positive 
4. Mackie, T. T.: (a) Specificity of Agglutinin Reaction 
for Shigella Dysenteriae; Agglutination in Chronic Bacil- 
lary Dysentery, Arch. Int. Med. 62:7838 (November) 19388; 
(b) Medical Management of Chronic Ulcerative Colitis, J. 

M. A. 111:2071 (December 8) 19388. 
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J..A. M. A. 83:3382 (August 2) 1924, 

6. Torréy, J. C. and Montu, E.: Comparative Observations 
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and From Bovine Mastitis, J. Infect. Dis. 58:105 (January- 
February) 1936. 

. Rafsky, H. A. and Manheims, P. J.: The Significance of 
the —— Organism as a Factor in Ulcerative Colitis, 
Am. J. M. Se. 183:252, (February) 1932. 
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in 87.5 per cent of patients with ulcerative 
colitis, and in only 33 per cent of control 
subjects. Geotrichum was most often found, 
and the occurrence of Monilia albicans was 
thought to predict a malignant course and 
possible fatal termination”). 

The concurrence of upper respiratory in- 
fections with the onset or exacerbations of 
the disease has been mentioned, and it has 
been reported that if one or more organisms 
can be cultured both from the nasopharynx 
and from the rectosigmoid, an autogenous 
vaccine of such organisms is likely to prove 
very helpful in treatment”. 

From the bowel contents or mucosa of 
patients exhibiting a positive Frei test, Paul- 
son has isolated an antigen which produces 
the same skin reaction. He believes that this 
is evidence that the virus of lymphogranu- 
loma venereum is of etiological importance 
in such cases"), 

Allergic factors seem to be important in a 
few cases. Experimentally, it is known that 
sensitization followed by exposure to a spe- 
cific antigen produces an allergic inflamma- 
tion, even to the point of necrosis. It is also 
recognized that inflammation favors the local 
fixation of such an antigen. Following such 
fixation, the administration of antigen either 
orally or parenterally results in the acute 
inflammatory response”). It would seem 
that allergy plays an important part in only 
an occasional case of ulcerative colitis. 

Murray in 1930 and Sullivan in 1936 re- 
ported two small series of patients in which 
psychiatric investigation disclosed significant 
emotional disturbances, especially marital 
troubles, immediately before the onset of the 
colitis. Therapy along psychiatric lines was 
successful in relieving the symptoms. It has 
been suggested that such emotional disturb- 
ance produces through the sympathetic 
nervous system a hyperperistalsis of the 
9. Swartz, J. H. and Jankelson, I. R.: Incidence of Fungi 

in Stools of Non-Specific Ulcerative Colitis, Am. J. Digest. 

Dis. 8:211 (June) 1941. 


10. Weiss et al., in J. Lab, and Clin. Med. 26:1925, 1941. 

11. Paulson, M.: (a) Intracutaneous Responses, Comparable 
to Positive Frei Reactions. With Colonic Exudate From 
Chronic Ulcerative Colitis Cases With Positive Frei Tests, 
Am. J. Digest. Dis. and Nutrition, 3:667 (November) 1936; 
(b) New Diagnostic Intradermal Reaction With Bowel 
Antigen Indicating Presence of Virus of Venereal Lymph- 
ogranuloma in Intestine and Differentiating Colitis As- 
sociated With That Virus, J. A. M. A. 109:1880 (Decem- 
ber 4) 1937: (c) Diagnosis of Colitis Associated With the 
Virus of Lymphogranuloma Venereum by Bowel Antigen, 
Am. J. Digest. Dis. 5:554 (November) 1938; (d) The 
Commoner Diarrheas and Dysenteries of the Adult, M. 
Clin. North America, 23:519 (March) 1939. 

12. (a) Andresen, A. F. R.: Gastrointestinal Manifestations 
of Food Allergy. M. J. and Record, 122:271 (September 
2) 1925; Opie, E. L., in Medicine, 15:489, 1986; (c) Col- 
lins, E. N. and Pritchett, C. P.: Allergy as a Factor in 
Disturbances of the Gastro-Intestinal Tract, M. Clin. North 
America, 22:304 (March) 1938. 
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colon which produces surface digestion and 
destruction of the mucosa"™®), 

Lium and Porter") have recently reported 
experimental work on colonic explants in 
dogs which bears directly upon this point. 
Such an explant can be easily maintained in 
a healthy state by simple dressings. When 
severe spasm of a colonic explant was pro- 
duced by mechanical irritation, by parasym- 
pathicomimetic drugs, or by Shiga toxin, 
there was a marked injurious effect upon the 
mucosa. An initial outpouring of mucus, 
followed by hyperemia and hemorrhage into 
the mucosa was commonly observed, and 
ulceration occurred in many instances. Over 
the area of these ulcers no mucus was 
secreted until healing had taken place. Even 
after apparent healing, the mucosa was more 
sensitive to trauma than it had been pre- 
viously. Ischemia without muscular contrac- 
tion, induced by posterior pituitary sub- 
stance and light ether narcosis, did not pro- 
duce such damage. These authors emphasize 
the importance of Virchow’s observation in 
1857, confirmed by their own autopsy studies, 
that the most severe lesions of ulcerative 
colitis occur in the rectum and extend along 
the tenial bands. These constitute the most 
powerful muscles of the colon. 

The deficiency states commonly present 
with ulcerative colitis are thought by recent 
investigators to be the result, and not the 
cause of the disease"*’. Avitaminosis, iron- 
deficiency anemia, hypoproteinemia, dehy- 
dration, and electrolyte disturbances are ex- 
pected. An abnormal capillary permeability 
due to calcium imbalance has been suggested 
as an etiological factor. 

Felson has written a great deal about the 
excretory function of the colon, and believes 
that toxins, bacteria and viruses originating 
in other parts of the body pass through the 
intestinal mucosa. If the mucosa has previ- 
ously been damaged—by dysentery infec- 
tion, for example—he feels that such agents 
may produce ulcerative colitis. This is called 


13. (a) Murray, C. D.: Psychogenic Factors in the Etiology 
of Ulcerative Colitis and Bloody Diarrhea, Am. J. M. 
Se. 180:239 (August) 1930; (b) Sullivan, A. J.: Psycho- 
genic Factors in Ulcerative Colitis, Am. J. Digest. Dis. 
and Nutrition, 2:651 (January) 1936: (c) Donald, C. J. 
and Brown. P. W-.: Ulcerative Colitis, Am. J. Digest. 
Dis. 7:234 (June) 1940. 

14. (a) Lium and Porter: Etiology of Ulcerative Colitis, 
Arch. Int. Med. 63:201 (February) 1939; (b) Lium: 
Ktiology of Ulcerative Colitis, Arch. Int. Med. 63:210 
(February) 1939; (c) Lium and Porter: Observations on 
the Etiology of Ulcerative Colitis, Am. J. Path, 15:73 
(January) 1939. 

15. (a) Mackie, T. T.: Ulcerative Colitis; Factor of Defici- 
ency States, J. A. M, A. 104:175 (January 19) 1935; 
(b): Jankelson and MeClure: Chronic Ulcerative Colitis; 
Deficiency States, Rev. Gastroenterol, 7:506 (November: 
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the “indirect hematogenous excretory me- 
chanism’’!®, 

Winkelstein"” concludes that ulcerative 
colitis is due in 5 per cent of cases to amebic 
infection, in 20 per cent to chronic bacillary 
dysentery, and in 75 per cent to unknown 
causes. 

Paulson''®) has more strictly defined the 
disease as follows: “Chronic ulcerative colitis 
is a colitis primarily due not to deficiency 
states, to the administration of metallic 
products such as mercury, to toxins as in 
food poisoning, or secondary to known dis- 
ease. It is not that brought on by an estab- 
lished infectious agent such as the tubercle, 
dysentery or cholera bacilli, or by the proto- 
zoa Endameba histolytica or possibly Balan- 
tidium coli, or by the virus of lymphogranu- 
loma venereum. It is not that type of colitis 
seen at autopsy as one of the terminal mani- 
festations of a disease such as nephritis. In 
short, its etiology is still undetermined, and 
it cannot even be stated to be a distinct 
entity. . . . The condition appears as a syn- 
drome, a set of symptoms occurring together 
and the sum of signs of a morbid state due 
to one or more unknown factors.” 


Conclusions 


It is clear that no pathogenic agent has 
been identified as the cause of this disease. 
It is possible that allergy, through a modi- 
fication of the Sohwartzman phenomenon, 
might be the explanation. It seems more 
plausible, at the present time, that neuro- 
genic or toxic spasm of the colon muscula- 
ture can produce an ulcerative, hemorrhagic 
inflammation of the mucosa, and that various 
secondary agents might exaggerate or per- 
petuate such a reaction, producing the typi- 
cal pathological picture of necrosis and pro- 
liferation. 


16. Felsen, J.: New Concepts of Colitis and Other Intestinal 
Infections, Rev. Gastroenterol. 8:8 (January-February) 
1941, 


17. Winkelstein, A.: Etiology and Therapy of Ulcerative 
Colitis, Am. J. Digest. Dis. and Nutrition, 3:839 (January) 
1937. 

18. Paulson, M.: Diagnostic Methods in Chronic Ulcerative 
Colitis, Am. J. Clin. Path. 11:588 (July) 1941. 





“For my part I am still unconvinced that the 
family doctor is an anachronism. I still want some- 
body to save me from unsuitable or excessive 
specialist advice; I need someone to coordinate the 
findings of specialists and discount them if neces- 
sary; and above all I want someone who is willing 
to talk to me, at length, abont my migraine, my little 
boy’s delinquencies, my wife’s recent strangeness, 
my baby’s inoculation, and my daughter’s desire to 
marry a man with asthma.” Lancet, copied by 
the New York State Jour. of, Med., Jan. 1940, 
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THE MANAGEMENT OF NON-SPECIFIC 
ULCERATIVE COLITIS 


C. GRAHAM REID, M. D. 
CHARLOTTE 


The recent literature on non-specific ulcer- 
ative colitis continues to demonstrate the 
controversial status of all phases of this 
problem. There is no unanimity of opinion 
as to its classification, etiology, natural his- 
tory, prognosis or therapy. In discussing 
the treatment of this confused symptom 
complex, we find ourselves completely adrift 
upon a sea whose many islands are strewn 
with the wrecks of theories and cures alike. 
There are scarcely two authorities who 
would have us navigate this sea of confusion 
by the same chart. Should I not cry in the 
words of Rabbi Ben Ezra: 


Now, who shall arbitrate? 

Ten men love what I hate, 

Shun what I follow, slight what I 
receive ; 

Ten, who in ears and eyes 

Match me: we all surmise, 

They, this thing, and I, that: 
whom shall my soul believe? 


One thing stands out in the management 
of these cases: that until it is possible to 
point to the causative factor or factors in 
non-specific ulcerative. colitis, the prelimi- 
nary study must include a careful diagnosis 
and evaluation of all the factors that may 
enter into the picture of this disease. Until 
the specific organism of ulcerative colitis is 
isolated or the exact vitamin deficiency which 
is responsible is demonstrated or the allergic 
factor definitely established, it is best for 
the clinician to realize that he is thus far 
not treating a bacterium. an ameba or a 
virus, not solely replacing vitamins, not 
alone playing the role of an allergist, but 
that instead he is treating a complex human 
being with all the considerations, emotional 
and otherwise, that this implies. 

There are two phases of ulcerative colitis 
that I wish to discuss. In the acute stage of 
this disease the patient is frequently a des- 
perately ill individual, and immediate, ener- 
getic measures are necessary. Complete bed 
rest is, of course, an essential. If there has 
been a substantial blood loss from the bowel, 
replacement therapy by frequent trans- 
fusions is helpful. Indeed, even -in the ab- 
sence of marked anemia, transfusions are 





ae cap as enn 

















Adal nan 

















February, 1942 


helpful. Abdominal pain is at times severe 
enough to necessitate sedation. Powdered 
opium or codeine usually suffices to give 
symptomatic relief. Dehydration often is 
marked and fluids should be given in the 
form of normal saline, as the blood chlorides 
are frequently reduced. Plasma given intra- 
venously is useful at this stage if hypopro- 
teinemia and edema are present. It is diffi- 
cult during this acute phase to keep the 
nutritional requirements adequately sup- 
plied, but every effort should be made to 
give sufficient food by mouth at least to tide 
the patient over this acute period. Most 
authorities have become cautious in advo- 
cating the use of such drugs as sulfanila- 
mide and neoprontosil in the desperately ill 
individual. The use of sera or vaccines at 
this period of the disease depends in a large 
measure upon the physician’s belief in the 
efficacy of sera and vaccines for this disease 
in general. In the acute stage perforation 
of the colon may occur, and this is a definite 
indication for immediate surgery. 

The chronic phase of this disease taxes the 
ingenuity of the physician to the utmost. 
The gastric acidity should be determined. 
Many patients with ulcerative colitis have a 
low gastric acidity or a complete achlor- 
hydria. Dilute hydrochloric acid, one-half 
teaspoonful in water at mealtimes, reduces 
the flatulence in such cases. Bed rest is es- 
sential. The word “rest” implies not only 
cessation of physical activity, but mental and 
emotional stabilization. This is,’ in my 
opinion, one of the most important phases 
in the treatment of these cases. We are all 
familiar with the physical and emotional 
make-up of the average ulcerative colitis pa- 
tient. He is likely to be sensitive, high 
strung, introspective, and, as Sullivan sug- 
gests, emotionally immature. It is wise at 
an early period in the treatment to evaluate 
carefully the psychic factors which may be 
present. Such questions as “‘How is the world 
treating you in general?’ may send the pa- 
tient off into an account of his burdens and 
tribulations. It goes. -without saying that 
any lifting of the burden that the physician 
can effect should be done. Rest should be 
complete and prolonged, and if the economic 
status of the patient. will permit, it is ad- 
visable to urge him when he returns to work 
to go into some field where competition, 
stress and strain are at a minimum. 

It sounds almost trite to suggest that the 
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diagnosis of non-specific ulcerative colitis 
should be unequivocably established as the 
first step in treatment. However, I have seen 
patients treated for non-specific ulcerative 
colitis who actually had an ulcerative poly- 
posis. In other cases, involvement of the 
rectum by lymphogranuloma venereum was 
responsible for*the frequent bloody stools. 
It is wise to run a Frei test on all ulcerative 
colitis cases. Although a discussion of the 
diagnosis and management of amebiasis is 
not within the scope of this paper, it should 
be stressed that the failure to demonstrate 
Endameba histolytica, even after repeated 
and careful studies, does not prove that it is 
not present. I think that an adequate clini- 
cal trial with some anti-amebic drug should 
always be given. 

The diet is a difficult problem. Anorexia 
is almost always present. and to maintain 
adequate nutritional requirements at times 
defies the ingénuity of both the physician 
and dietitian. Often patients attribute their 
diarrhea to some one or many foods. When 
the patient is having eighteen or twenty 
stools a day, some of them are bound to come 
immediately after feedings. It falls upon 
the physician to convince the patient that 
the fanciful and deficient diet that he is im- 
posing upon himself is unnecessary and 
harmful. Most authors agree that a diet 
high in calories, vitamins, and protein, and 
low in residue serves the purpose best". It 
is not important or even advisable to elimi- 
nate vegetables, but they should be thorough- 
ly pureed. Frequent, small feedings allow a 
large total caloric intake over a twenty-four 
hour period. 

In discussing the diet the question of al- 
lergy immediately comes up. There are 
those who feel that allergy plays an impor- 
tant role in the production of ulcerative 
colitis’. Other competent observers see no 
correlation. The possibility of allergy should 
be considered, and if possible, ruled out. It 
is more satisfactory to determine the pa- 
tient’s allergic response by elimination diets 
than by skin tests, as skin tests are notori- 
ously misleading so far as allergies of the 
gastro-intestinal tract are concerned. Foods 
that have been most frequently incriminated 


1. Donald, C. J.. Jr.. and Brown, P. W.: Ulcerative Colitis, 
Am. J. Digest. Dis; 7:234 (June) 1940. 

2. Mackie, T. T.: (a) Allergy in Ulcerative Colitis, J. Am. 
Dietet. Assn. 14:177 (March) 1938; (b) Bacteriologic, 
Roentgenologic, and Clinical Study of Ulcerative Colitis, 
Am. J. Digest. Dis..and Nutrition 1:466 (September) 1934; 
(c) Medical Management of Chronic Ulcerative Colitis, 
J. A. M. A. 111:2071 (December 8) 1938. 
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are milk, eggs, oranges, wheat, spinach and 
tomatoes. The average patient tolerates milk 
poorly, whether he is allergic to it or not. 
I eliminate milk entirely for the first two or 
three weeks. 

It has been suggested that vitamin defici- 
ency combined with infection contributes 
materially to the production of ulcerative 
colitis. Recent clinical and experimental 
studies have added much to our knowledge 
concerning vitamins. Vitamin B,; has been 
shown to play an important role in appetite, 
in the production of hydrochloric acid in the 
stomach, and in the motor activity of the 
intestinal tract’. It is probably necessary 
to broaden the scope of our known deficiency 
states to include more than scurvy, rickets, 
beriberi, pellagra, and xerophthalmia 
Chronic vitamin deficiency probably leads to 
numerous vague border-line states which are 
not included in our existing nomenclature. 

Mackie found that 62.6 per cent of his 
75 reported cases of ulcerative colitis showed 
evidences of vitamin deficiency. Whether 
this deficiency precedes the changes in the 
bowel or whether it is produced by the 
diarrhea, dehydration and limited food in- 
take is not entirely clear. However, it is 
probable that these deficiency states are 
secondary to the bowel changes. I have never 
seen a clear-cut deficiency state produce the 
characteristic lesion of ulcerative colitis. It 
is agreed by all, however, that vitamin re. 
placement is important. Massive doses of 
vitamin D should be given. Some suggest 
the instillation of cod liver oil into the rec- 
tum. This is rarely if ever necessary, in my 
opinion. The marked hemorrhagic tendency 
which appears in this disease suggests the 
possible relation to a deficiency of vitamins 
C and K. Mackie and Eddy“) found vitamin 
C deficiency to be frequent, while Bargen 
and Vickers® reported benefit from vitamin 
C in severe hemorrhagic cases. Ascorbic 
acid can be administered either orally or 
intravenously. Usually oral administration 
of 100 to 300 mg. a day is sufficient. Since 
there is often a lowered serum protein, with 
a correspondingly low prothrombin level, 
the administration of vitamin K may prove 
helpful. It is important to realize that vita- 
min deficiency may be demonstrated not only 
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by the quantitative determination of the 
vitamins and by the mucous membrane 
changes, but also by x-ray examination of 
the small bowel. Administration of the en- 
tire vitamin B complex is worth while. Yeast 
is not a satisfactory source of these vitamins, 
as it increases the abdominal distention. 
Cheney” reported marked improvement in 
cases of ulcerative colitis following the use 
of the entire vitamin B complex and liver 
extract. Ferguson and Shiffer’ were unable 
to duplicate his results. There is no evidence 
that liver therapy in ulcerative colitis has 
any specific or uniformly beneficial results 
as it does in sprue. However, it does supply 
some vitamin B, and I think that its use is 
justified. The use of crude liver extract 
rather than reticulogen as_ reported by 
Cheney“) should be more efficacious if vita- 
min replacement is the important factor. 
If there is evidence that absorption from the 
small bowel is poor vitamins should be given 
parenterally or intravenously. 

Of course sulfanilamide was sooner or 
later to be tried in ulcerative colitis. Col- 
lins'*’, as well as Brown and Bargen, has used 
sulfanilamide extensively. These writers con- 
clude that some benefit results in the early 
stages of the disease or where the process is 
relatively mild. They advocate giving from 
4 to 5 Gm., divided into five equal doses 
daily, and continuing this dosage from ten 
to fourteen days. The dangers of sulfanila- 
mide in this disease have become more ap- 
parent with its widespread use. Severe toxic 
reactions have been numerous. Jaundice has 
been reported in many cases following the 
use of sulfanilamide. A toxic rash and a 
sharp increase in the pyrexia as well as an 
increase in the number of stools have also 
been noted. The consensus of opinion now 
is that sulfanilamide should not be used ex- 
cept in rare cases. When it is employed, the 
blood level of sulfanilamide should be de- 
termined at frequent intervals. The drug 
should be discontinued at the first sign of 
hepatitis. Because of the toxicity of sulfa- 
nilamide in these cases, neoprontosil has been 
substituted. It is a comparatively innocuous 
drug and there have been no reports of liver 
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damage. Bargen) reports very favorable re- 
sponse in his series of cases. However, the 
majority of other reports have not been so 
glowing. In fairness to Bargen, however, it 
should be stressed that he did not claim that 
this was a specific agent but that it was a 
safe and helpful adjunct to vaccine or serum. 
I have not been impressed with its efficacy. 

Sulfaguanidine, which has been heralded 
as an intestinal antiseptic, has been used in 
chronic ulcerative colitis. My personal ex- 
perience with this drug has indicated that it 
is of no value at all. I have been able to find 
a few reports of small series of cases in 
which the drug appeared to be helpful. 
Kraemer” reported splendid results in 15 
cases. However, sulfaguanidine has been 
available, even for experimental use, for 
only a short period, and no accurate conclu- 
sions can be drawn as to its true value, 
since exacerbations and remissions are the 
usual course in this disease. There have been 
no undesirable effects from the use of sulfa- 
guanidine in massive doses except for an 
occasional skin rash. 

The use of sera and vaccines of various 
kinds has steadily lost favor in the past ten 
years. There has been much discussion of a 
specific diplostreptococcus, known as Bar- 
gen’s bacillus, as the primary etiological 
factor. This concept has not received uni- 
versal acceptance, and the weight of opinion 
probably rests with the statement that this 
diplococcus, if indeed it is a single organism 
at all, is one of the predominating secondary 
invaders. Since Bargen’s original article'’" 
almost no competent observer has been able 
to isolate an organism which conformed con- 
sistently to the morphological, cultural and 
heat requirements that Bargen set forth. 
Mackie’ states that strains of the diplo- 
coccus received from the Mayo clinic have 
been found to differ among themselves in 
their behavior as to culture and heat resist- 
ance. More recently anaerobic bacteria, such 
as actinomyces necrophorus, have been ad- 
vanced as primary agents. Most of the bac- 
teria recoverable from the human colon have 
at one time or another been suggested as im- 
portant etiological factors. Autogenous 
rather than stock vaccines should be used if 
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vaccines are employed at all. “The great 
variety of anti-bacterial measures advocated 
bears mute but impressive testimony to the 
inadequacy of all.’”°» Miller’* states that 
protein shock seems helpful in some cases, 
and suggests that this is the explanation for 
the results Hurst"* obtained with anti-dys- 
entery sera. 

Colloidal aluminum hydroxide, kaolin, 
olive oil and azochloramide by rectal instilla- 
tion have all had their day. I feel that they 
are not only useless but at times harmful. 
It is wise to stay out of the colon except for 
an occasional proctoscopic examination to 
determine the progress of the disease. 

There is great difference of opinion as to 
the role that surgery should play in cases of 
ulcerative colitis. The position taken by 
most writers in regard to surgery depends 
in a large measure upon their opinion as to 
the efficacy of medical measures. As an 
illustration, in the Mayo Clinic since the 
advent of “specific therapy” the number of 
cases treated surgically has declined from 
26 per cent in the period from 1919 to 1923 
to 1.4 per cent from 1929 to 1936"*, On the 
other hand, those who have had less favor- 
able experience with medical management 
employ ileostomy and analogous processes 
in as many as 65 per cent of the patients 
with this disease"”’. E]som and Ferguson"? 
in reporting two comparable groups of pa- 
tients with non-specific ulcerative colitis 
have shown that those treated surgically 
have made, in most instances, dramatic re- 
coveries. A great majority returned to their 
previous occupations and are leading, by 
their own definition, “fa normal life.’”” They 
report a 26 per cent mortality in the surgical 
group as compared with a 32 per cent mor- 
tality in the medical group. It should be 
stressed, however, that this relatively low 
surgical mortality was obtained through the 
cooperation of a medical and surgical team, 
which had experience and particular interest 
in this disease. 

The indication for surgery may be either 
obligatory or optional. I would include 
among the absolute indications perforation 
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of the colon, a fulminant type of the disease, 
and complications sueh as crippling gener- 
alized arthritis, repeated hemorrhage from 
the colon, and severe perirectal infections. 
Among the optional indications for surgery 
are failure to achieve clinical improvement, 
persistence or progression of the lesions as 
seen by proctoscopy, x-ray evidence of pro- 
gressive fibrosis of the colon with pseudo- 
polypoid degeneration of the mucosa, and 
progression of the complications attributable 
to chronic sepsis. The exact surgical pro- 
cedure in these cases is not the subject of 
this paper. However, the operations fre- 
quently performed in the past such as ap- 
pendicostomy, cecostomy, and double bowel 
colostomy are based on a false premise— 
namely, that medicated irrigation will elimi- 
nate the infection and that these procedures 
will produce physiologic rest of the colon. 
An ileostomy appears to be the surgical pro- 
cedure of choice, as it completely diverts the 
fecal stream. At a subsequent time removal 
of the entire colon, preferably in three 
stages, may have to be carried out. Before 
surgery is entered upon, the patient should 
be thoroughly acquainted with the fact that 
in all probability he will have an ileostomy 
the rest of his days. It is only fair to ac- 
quaint him with the inconveniences of this 
fecal short-circuiting. In only the excep- 
tional patient can the ileostomy be closed. 
I have, in the last several years, been more 
inclined to resort to surgery in these in- 
tractable cases, and have obtained excellent 
results. 





AMEBIC DYSENTERY AS SEEN IN 
NORTH CAROLINA 


JULIAN M. RUFFIN, M. D. 
and 
WILLIAM SCHULZE, M. D. 


DURHAM 


The high incidence of amebiasis in tropi- 
cal and subtropical climates has long been 
recognized, and it is now generally accepted 
that amebic infection is common in the ex- 
treme Southern states. In fact, Craig and 
Faust have pointed out that 10 to 20 per 
cent of the population in these areas have 
cysts of Endameba histolytica in their stools. 
However, it is probable that few of us realize 
the prevalence of active amebic infection in 
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North Carolina, a state whose climate is far 
from tropical. Any patient who presents 
himself with a history of bloody diarrhea 
should always be suspected of having this 
disease until it is proven otherwise. 


Material”) 


This report is based upon a study of 100 
patients with active amebic infection who 
have been seen at Duke Hospital during the 
past ten years. The term “active amebic in- 
fection” refers only to those patients having 
ulcers, demonstrated by proctoscopic exami- 
nation, from which motile amebae could be 
obtained; or to those having complications 
such as liver or lung abscess, from which 
the organisms were recovered, or in whom 
prompt recovery after specific therapy justi- 
fied the diagnosis. Those patients having 
only cysts in their stools were purposely 
excluded from this study. 


Clinical Aspects 


The disease may occur in any decade of 
life. It is much more common in the male, 
and in this series was more often seen in 
the white race. The onset of the diarrhea is 
usually gradual but may be abrupt, and the 
clinical course is one of spontaneous remis- 
sions and exacerbations. In patients having 
active ulcers blood is almost invariably seen 
in the stool, and as a rule mucus is present. 
Other common symptoms are abdominal 
pain, weight loss, anorexia, and nausea and 
vomiting. The number of stools per day may 
vary from five to twenty. While such pa- 
tients rarely feel well, many of them are 
able to continue at their work. 

In uncomplicated cases the routine physic- 
al examination is not helpful in establishing 
the diagnosis.’ Occasionally one can elicit 
tenderness over the cecum or descending 
colon. The demonstration of liver involve- 
ment or of a lung abscess is, of course, of 
the greatest importance in those patients 
having such complications. The temperature 
and pulse are only slightly elevated in un- 
complicated cases. 


Diagnosis 


The diagnosis can be made only by the 
proctoscopic demonstration of typical ulcers 
from which the active amebae are readily 
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recovered, or by the finding of a liver or lung 
abscess. The mucus from the ulcers will 
almost always contain the _ trophozoites. 
These can be demonstrated readily by im- 
mediate examination on a slide in a drop of 
normal saline. A warm stage is totally un- 
necessary. Occasionally typical ulcers are 
observed and no amebae can be found. In 
such cases one must resort to the therapeutic 
test, and in our experience, failure of such 
ulcers to heal promptly under proper treat- 
ment usually means that they were non- 
amebic in origin. The proctoscopic picture 
of chronic idiopathic ulcerative colitis is 
totally different from that of amebic infec- 
tion, and should cause no confusion. In fact, 
the only condition which really offers diffi- 
culty in differential diagnosis is the tuber- 
culous uleer, which may be isolated and sur- 
rounded by relatively normal mucous mem- 
branes, as is the ulcer of amebic dysentery. 
Barium enema studies, although they are 
suggestive of amebic dysentery when there 
is spasm of the cecum or other parts of the 
colon, are rarely conclusive. Considered 
alone, they never justify the diagnosis. In 
fact, the barium enema is frequently re- 
ported as showing negative results in pa- 
tients who have an active amebic dysentery. 


Treatment 


The patient with active amebic dysentery 
usually gives a rapid and dramatic response 
to proper treatment. After twenty-four to 
forty-eight hours of therapy he experiences 
a marked improvement in his sense of well- 
being; the diarrhea promptly subsides and 
the appetite returns. Within five to seven 
days the ulcers, as observed through the 
proctoscope, have healed. In general, the 
best results are obtained by the combination 
of carbarsone, 0.25 Gm. twice daily for ten 
days orally, and yatren, either 0.25 Gm. three 
times daily by mouth or 5 Gm. by retention 
enema. In patients having liver or lung 
abscesses emetine is the drug of choice. In 
this series, 12 patients had one of these two 
complications. It is interesting to note that 
amebic hepatitis or liver abscess may de- 
velop in the absence of diarrhea. While the 
immediate effect of treatment is gratifying, 
relapses are common; 36 per cent of the 
patients whom we have followed had one or 
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more relapses. These responded promptly to 
further treatment. 


Mortality 


Seven patients (7 per cent) in this series 
died. In 2 of these cases the diagnosis was 
made at autopsy only, and another patient 
was moribund on admission. The last 40 
patients seen here during the past three 
years have all recovered, even though 4 of 
them had liver or lung involvement. 


Discussion 


In this section of the country, amebic 
dysentery is one of the more important dis- 
eases which results in ulceration of the colon. 
With the exception of chronic idiopathic 
ulcerative colitis, it is the most frequently 
encountered disease which causes a bloody 
diarrhea in adults. For every patient having 
an active diarrhea from amebic infection, it 
is reasonable to assume that there are many 
who are cyst carriers. Just why all cyst 
carriers do not develop the active disease is 
a matter yet to be determined. The viru- 
lence of the organism, the degree of infec- 
tion, and the resistance of the host are all 
factors to be considered. In this series, it 
was noted that all patients who had relapses 
had been subsisting upon a deficient diet, 
although rarely were there any objective 
signs of a deficiency state. It is possible that 
the high percentage of relapses noted was 
due to dietary deficiency in the host, although 
they may have been due to re-infection. 
However, in no case could a history be ob- 
tained of a similar diarrhea among other 
members of the family. It is wise therefore 
in treating these patients not only to attack 
their amebic infection but also to correct any 
co-existing dietary deficiency. 


Summary 


In conclusion, it should be emphasized 
that amebic dysentery is prevalent in North 
Carolina; that it can be diagnosed easily, 
provided proctoscopic examination is em- 
ployed; that its response to proper treat- 
ment is gratifying; that relapses are fre- 
quent; that the patient should have repeated 
courses of treatment after the original at- 
tack has subsided; and that it is important 
to correct any co-existing dietary deficiency, 








LABOR AND LAUGHTER 
Of a State Board of Medical Examiners 
BENJAMIN K. Hays, M. D. 


OXFORD 


Since the death of Dr. John C. Rodman, 
of Washington, N. C., which occurred about 
one year ago, I have been the only living 
member of the State Board of Medical Ex- 
aminers of 1908-1914. There is no happier 
niche in my memory than that which calls 
to mind six years of association with six 
delightful men. 

Each of these men devoted his life to the 
relief of human suffering, and each of them 
left the world a better place because he had 
lived in it. There was the able and aggres- 
sive Dr. L. B. McBrayer, at that time of 
Asheville, who was later President of the 
State Medical Society, and who acquired a 
well-earned reputation as leader in North 
Carolina’s fight against tuberculosis. There 
were the sweet spirited and lovable Drs. J. 
L. Nicholson of Richlands and John C. Rod- 
man of Washington; the keen wit, Dr. H. 
H. Dodson of Greensboro; the man of energy 
and action, Dr. John Bynum of Winston- 
Salem; and the genial Dr. W. W. McKenzie, 
of Salisbury, who told the boys risque 
stories, and made a friend of every man of 
them. 

Dr. McKenzie had an enviable gift which 
I have never been able to understand. He 
seemed to get through his work without 
effort or worry, and to grade his papers in 
such a short time that at first I thought it 
impossible that he could have given ‘them 
due consideration. Yet his grading, more 
nearly than that of any other member of the 
Board, corresponded to the applicant’s aver- 
age. 

I was Secretary of the Board throughout 
the entire period, and this work led me to 
make some interesting observations. It was 
a period of transition in medical education. 
The national grading of medical schools had 
not been made at that time. There were still 
schools that required no preliminary educa- 
tion, and but two years to complete the medi- 
cal course. In states where such schools 
existed medical examining boards were com- 
pelled to keep their standards low. This con- 
dition brought about the problems involved 
in rules for reciprocity. We were unwilling 
to grant reciprocity to states whose stand- 
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ards were lower than ours, while other 
states, whose standards were higher, refused 
to grant reciprocity to us. The “Five Years 
of Successful Practice” clause was the child 
of the present writer’s brain. It was adopted 
by our Board, and later by other states. 
These various problems were discussed at 
length in the Journal of the American Medi- 
cal Association and received favorable edi- 
torial comment. 

There appeared before our Board just 
about one hundred applicants each year. 
These might be divided into groups of 
twenty-five each. The lowest group was 
composed of men who were densely ignorant, 
and if any one of them passed it was by the 
narrowest margin. The second group was 
composed of men who were in the doubtful 
class; yet almost all of them made the re- 
quired grade. The third group was made up 
of well informed men who passed without 
difficulty, although none of them were bril- 
liant. The fourth group consisted of well 
educated men, graduates of the nation’s lead- 
ing medical schools, who passed the Board 
examination with flying colors. Of these not 
less than ten were definitely brilliant. Final- 
ly, and of greatest interest to me, there was 
always one man—sometimes two, or possibly 


- three—who possessed what might be called 


an encyclopedic mind. It was impossible to 
ask such men a legitimate medical question 
that they could not answer. 

In the oral examinations of such candi- 
dates, an examiner might switch to the 
exotic, a procedure which he not infrequent- 
ly regretted; for these young brilliants 
would sometimes lead him into waters be- 
yond his depth. One of these men was the 
late Dr. J. L. Adams of Asheville, who out- 
figured his examiner on a chemical equation. 
Another was Dr. James W. Davis of States- 
ville, who by an oversight omitted an entire 
question, and with ten points against him 
on one paper came out far in the lead of 
the class for that year; and still another 
was Dr. Hubert B. Haywood, who so nearly 
overtopped the all-time record of the state. 

The all-time record was made, and still 
stands unless broken in recent years, by Dr. 
Hubert A. Royster of Raleigh. Nearly fifty 
years have passed since Royster and I sat 
side by side and scribbled our answers. I 
shall never forget the flush that came over 
1. Hays, Benjamin K.: Aims, Purposes, and Problems of 
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the face of one of the examiners who had, 
as I believed, prepared a certain catch ques- 
tion with which to trip the unwary. Some- 
how the examiner in asking the question had 
gotten himself twisted, and before he could 
recover Royster put the question in correct 
form, and then proceeded to answer it. 

Two other like instances I call to mind. 
When the late Dr. Richard H. Whitehead, 
having acquired a national reputation as a 
teacher of anatomy at the University of 
North Carolina, was called to the chair of 
anatomy at the University of Virginia, it so 
happened that I too wanted medical license 
in Virginia. This was before the days of 
reciprocity. Both Dr. Whitehead and I were 
granted an oral examination, and appeared 
before the Virginia Board together. Dr. 
Whitehead’s examination, or his answers, 
consisted in a twenty-minute discussion on 
recent advances in the knowledge of anato- 
my. I think some of the members of the 
Virginia Board had a vague idea of what he 
was talking ahout. 

The second instance was that of the late 
Dr. Clarence A. Shore. He was a graduate 
of Johns Hopkins, and had spent two 
years in practical laboratory work. He was 
called to North Carolina to organize and 
take charge of the State Laboratory of Hy- 
giene. When he appeared before our Board 
he was not, according to our rules, entitled 
to reciprocity, but was granted an oral ex- 
amination. I was appointed to examine him. 
I asked him three questions: First, why was 
he selected to do this work? Second, what 
was it that he was going to do? Third, what 
benefit -would the state derive from his 
work? To the first he replied that he did 
not know, and as to the other two, he was 
quite uncertain. I graded him perfect and 
dismissed him. 

No man acquainted with the great work 
done by Dr. Shore in this state can question 
that my estimate of his knowledge and 
ability was justified. 

In grading the written papers, the ex- 
aminer was put to much unnecessary labor 
by being compelled to decipher pages of un- 
certain handwriting when a question should 
have been answered in a few lines. To avoid 
this I prepared an examination in which 
most of the questions could be answered in 
one word. On a printed sheet of questions 
blank spaces were left for the answers. 
After the examination was over blotters 
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wére found scattered about the room with 
many of these answers written upon them. 

A saving sense of humor does much to 
relieve the tedium involved in the arduous 
labors and frightful responsibilities resting 
upon every member of a Board of Medical 
Examiners. This humor, more often than 
otherwise, is derived from the answers given 
by the half-baked group of applicants. For 
example, the late Dr. George W. Long of 
Graham told me this one: He had asked an 
applicant the difference between diarrhea 
and dysentery. The applicant hummed and 
hawed, scratched his head, walked the floor, 
and then came out with this Delphic reply: 
“One is where you try to do it and can’t, 
and the other is where you try not and can’t 
help it.” 

In one oral examination, when I had asked 
for the signs and symptoms of advanced 
parenchymatous nephritis, the applicant 
made a few random remarks, and hurried 
on to laboratory findings. “‘But,” said I, “‘be- 
fore you come to that, even as the patient 
enters your office, and before he has taken 
his seat, what do you notice?” The applicant 
crossed his legs and slapped his hand upon 
his ankle. “That is right,” said I. “You 
have answered correctly without saying a 
word.” But the applicant began a meaning- 
less discourse with no thought of swollen 
ankles or unlaced shoes. 

One of my questions requiring a one word 
answer was: “What is the significance of 
colon bacilli in drinking water?’ One man 
wrote, “It means that diseases due to this 
germ are probably present in the neighbor- 
hood.”” But my favorite question with the 
half-baked was: “Define the word stercora- 
ceous.” The various replies to this were 
most amusing. One man wrote, “It means 
coming back by the same way that a thing 
went in.” They all had the word associated 
in their minds with vomiting, but what the 
relationship was they had no idea. 

On one occasion we had a German appear 
before us who presented a number of large 
scrolls from various German institutions of 
learning. These were passed to the Board 
members, no one of whom could read a word 
of German. After a few moments devoted 
to meaningless study the President said, 
“Well, gentlemen, what about it?” “I see,” 
said one member of the Board, “that he 
graduated in the year 1886.” ‘“DocTOR,” 
exclaimed the applicant, “dot vos der year 
in vich I vos born.” 
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COARCTATION OF THE AORTA 


THOMAS W. BAKER, M.D., F.A.C.P. 
CHARLOTTE 


Coarctation, or stenosis of the aorta, is a 
congenital maldevelopment of the descend- 
ing aorta. This occurs almost uniformly 
near the insertion of the ductus arteriosus, 
which is just distal to the origin of the left 
subclavian artery. The anomaly may vary 
from a partial stenosis to the usual complete 
occlusion of the aorta. 

Until recent years the pathologists claimed 
almost exclusive rights to this diagnosis, but 
the excellent work of Maude Abbott", Bon- 
net’), Blackford®) and others has served to 
direct the attention of the clinician to this 
most interesting of cardiovascular anoma- 
lies. Blackford, in a series of over 68,000 
consecutive necropsies, found that coarcta- 
tion of the aorta occurred once in 1500 cases. 
Prior to 1936, less than 350 cases of this 
condition were to be found in the literature 
and less than a fourth of these had been 
diagnosed clinically. However, a survey of 
the literature over the past five years reveals 
the fact that far more cases have been re- 
ported since 1936 than in all the preceding 
years, and practically all of these cases 
were diagnosed clinically. More than ninety 
articles concerned with coarctation of the 
aorta are listed in the Quarterly Cumulative 
Index Medicus during this five-year period. 
These facts clearly indicate that this anomaly 
has been frequently unrecognized in the past. 

The etiology and pathogenesis of coarcta- 
tion of the aorta are not clear. There are 
two principal hypotheses. A number of ob- 
servers have argued that in cases of coarcta- 
tion, fibers similar to those composing the 
wall of the ductus extend into the aortic 
wall and that with the contraction of the 
ductus soon after birth these fibers likewise 
contract and act as a purse-string to produce 
a stenosis of the aorta. The more recent in- 
vestigators support the theory that coarcta- 
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Fig. 1. Gross pathologic changes in a case of 
coarctation of the aorta (Baker and Shelden®)). 


tion is due to a developmental defect in the 
primitive aortic system of fetal life. 

The gross pathologic changes which are 
usually typical of coarctation of the aorta 
are illustrated in figure 1. The branches of 
the subclavian arteries usually responsible 
for the collateral circulation are the first five 
intercostals, which anastomose with the 
aortic intercostals; the dorsalis scapularis; 
and the internal mammary arteries, which 
anastomose with the deep epigastric arteries 
(fig. 2). Other arteries may also assist in 
collateral circulation. 

Coarctation of the aorta is one of the con- 
genital anomalies which lends itself to pre- 
cise recognition during life. It is not a diffi- 
cult clinical diagnosis. The diagnosis is not 
dependent upon laboratory or roentgenogra- 
phic confirmation, although the latter is fre- 
quently helpful. The most important factor 
in discovering these cases is to keep this 
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Fig. 2. Schematic drawing of the usual col- 
lateral circulation in a case of coarctation of the 
aorta. (1) Bicuspid valve, (2) aortic arch, (3) 
innominate, (4) right subclavian, (5) right caro- 
tid, (6) left common carotid, (7) coarctation, 
(8) left subclavian, (9) subscapularis, (10) 
axillary, (11) internal mammary, (12-17) inter- 
costal arteries connecting with the aortic inter- 
costals, (18) descending aorta, (19) abdominal 
aorta, (20) iliacs, (21) superior epigastric, (22) 
inferior epigastric (Gitlow, S., and Sommer, R. 
I.: Complete Coarctation of the Aorta, Am. 
Heart J. 17:106 (July) 1940). 


interesting anomaly in mind as a diagnostic 
possibility. Symptoms are few; physical 
signs are definite. It has been frequently 
noted that the majority of these cases are 
in robust young-adults. The case reports on 
this subject are replete with such statements 
as: “This case occurred in a youth of 20 
years who had been a star athlete in high 
school and who had won his letters in basket- 
ball and swimming in college.” This finding 


has been attributed by some writers to the 
increased cerebral circulation which occurs 
in this condition. 

The few symptoms which may occur are 
flushing of the face, profuse sweating of the 
upper portion of the bodv, headaches, tin- 
nitus, and dizziness, all of which may be 
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attributed to the hypertension in the upper 
extremities, head and neck. Occasionally, but 
certainly not as often as we might expect, 
intermittent claudication may exist in those 
cases in which the collateral circulation to 
the legs is insufficient. Symptoms of myo- 
cardial failure or those resulting from sec- 
ondary chronic valvular disease may eventu- 
ally develop. Because of the paucity of symp- 
toms, the physician is frequently not con- 
sulted until a vascular catastrophe has oc- 
curred, and the seriousness of the compli- 
cation makes a thorough examination im- 
practical. Thus the primary diagnosis of 
coarctation of the aorta is obscured. 

The cardinal signs of this anomaly are: 

(1) Hypertension in the upper extremi- 
ties, with a marked decrease of the blood 
pressure in the lower extremities. Freauent- 
ly the blood pressure in the legs cannot be 
obtained. This is a reversal of the normal 
state, as the blood pressure is usually higher 
in the legs fhan in the arms. 

(2) An absence of pulsations in the peri- 
pheral arteries of the lower extremities. 
This is in contrast to the forceful pulsations 
in the upper extremities. A palpable aortic 
pulsation in the abdomen is usually absent, 
and if a feeble pulsation is detected over the 
femorals, it is asynchronous with the radial 
pulse. If the pulsations of the dorsalis pedis 
and posterior tibial arteries are present, co- 
arctation of the aorta can be excluded as a 
possibility without further ado. This routine 
palpation of the peripheral arteries has af- 
forded the first clue in the cases which it 
has been my privilege to observe. 

(3) The presence of a well developed col- 
lateral circulation over the thorax. Large, 
tortuous, anastomosing arteries usually may 
be palpated over the interscapular and 
axillary regions of the chest, and in some 
cases may be easily seen. These collateral 
vessels transmit a murmur. which has been 
the initial diagnostic clue to this condition 
in several cases. 

These three signs — hypertension in the 
arms, absence of peripheral pulsations in the 
legs, and the presence of a well-developed 
collateral circulation over the chest—are the 
cardinal manifestations of coarctation of the 
aorta. Other signs are frequently observed. 
Cardiac hypertrophy is present in 75 per 
cent of these cases. A bicuspid aortic valve 
is often an associated defect, with an aortic 
insufficiency resulting. In such cases aortic 
insufficiency may be incorrectly designated 











Fig. 3. 
of coarctation of the aorta. Note the scalloping 
effect produced by erosion of the inferior mar- 
gins of the ribs (Lewis, Thomas: Material Re- 
lating to Coarctation of the Aorta of the Adult 
Type, Heart, 16:205 (June) 1933). 


Roentgenogram of the chest in a case 


as the primary diagnosis, if the peripheral 
arteries are not examined and the collateral 
circulation over the chest is not discovered. 
Anomalies of the other great vessels arising 
from the arch of the aorta are more the rule 
than the exception in this condition and can 
sometimes produce bizarre phenomena. In 
one case which was called to my attention, 
the constriction of the aorta occurred above 
the origin of the left subclavian artery, 
thereby giving rise to a remarkably low 
blood pressure and an almost total absence 
of the radial and ulnar artery pulsations in 
the left arm. 

While the diagnosis of coarctation is es- 
sentially a clinical one, certain accessory 
roentgenographic signs are of value when 
present. They are as follows: (1) a bilateral 
erosion or scalloping of the inferior borders 
of the ribs, which is almost always present, 
(2) an absence of the prominent aortic knob, 
usually associated with hypertension, and 
(3) a dimpling of the descending aorta 
which is best seen in the left oblique posi- 
tion (fig. 3). It is not difficult to appreciate 
the fact that ribs may be readily eroded by 
the large, tortuous, pulsating intercostal 
arteries, such as those observed in figure 4, 
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Fig. 4. 
of the aorta. Note the extreme tortuosity and 
dilatation of the intercostal arteries, which have 
produced erosion of the ribs (Love, W. S., and 
Holms, J. H.: Coarctation of the Aorta With 
Associated Stenosis of the Right Subclavian 
Artery, Am. Heart J. 17:630 (May) 1939). 


Sternal plate from a case of coarctation 


The frequency with which cardiovascular 
anomalies such as the bicuspid aortic valve, 
anomalous origin of the arteries from the 
aortic arch, and congenital cerebral aneu- 
rysm are asso¢iated with coarctation would 
appear to be a significant part of the picture. 
Of these associated anomalies, the small con- 
genital cerebral aneurysm is a source of such 
potential danger that a further word is 
necessary. The term aneurysm seems to be 
a misnomer, for these pea-size dilatations 
which occur at the bifurcations of the cere- 
bral arteries are so small that they are fre- 
quently overlooked. They are not dependent 
upon infection or syphilis. Forbus™® and 
others in studying these cerebral aneurysms 
have found a congenital absence of the media 
of the arterial wall at the bifurcation of the 
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cerebral vessels from the circle of Willis, 
where the great majority of these out-pouch- 
ings are to be found. Forbus also demon- 
strated that a greater pressure is exerted on 
the arterial wall at the angle of bifurcation 
than elsewhere. It is, therefore, not surpris- 
ing that in cases of coarctation of the aorta 
in which there has necessarily been a sus- 
tained hypertension in the cerebral vessels 
since birth, we should frequently find these 
congenital aneurysms and that so-called 
“spontaneous” cerebral hemorrhage is the 
cause of death in many of these cases. How- 
ever, it should be stated that most ruptures 
of cerebral aneurysms occur independently 
of coarctation. It is now generally agreed 
that rupture of a congenital aneurysm is 
considered the most likely cause of so-called 
“spontaneous” hemorrhage in a young  per- 
son. 

Parker® in 1926 first called attention to 
the phenomenon of “intermittent leakage” 
as a diagnostic sign of a small rupture of 
the aneurysmal sac, in which the small slit- 
like aperture closes after a certain amount 
of bleeding. These recurrent “leakages” are 
characteristic of a large percentage of cases 
of intracranial aneurysm, and make it pos- 
sible to suspect this condition during life. 

I should like to review briefly a case of 
coarctation of the aorta associated with a 
presumed intermittent leakage of a congeni- 
tal aneurysm which I have previously re- 
ported in detail in the American Journal of 
Medical Sciences. 


Case Report 


A married woman, aged 25, was first seen 
in April, 1935, at which time she was com- 
plaining of a recent diplopia and hyperten- 
sion. Prior to July, 1934, she had always 
enjoyed excellent health and had indulged 
strenuously in tennis, basketball and swim- 
ming. There was no history of rheumatic 
fever or syphilis, and she knew of no other 
cases of hypertension in the family. 

In July, 1934, after swimming for almost 
two hours, she experienced what she de- 
scribed as a “sudden bursting sensation in 
the head’, which was followed immediately 
by a violent headache over the right tempor- 
al region, blurred vision, and vertigo. She 
did not lose consciousness but states that 
5. Parker, H. L.: 
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she would have drowned if the occupants of 
the accompanying boat had not seen her 
plight and pulled her from the water. She 
consulted her physician a few days later, at 
which time her systolic blood pressure was 
found to be 185 mm. of mercury. This was 
the first knowledge of her hypertension. 

Nine months later she experienced a syn- 
cope of five minutes’ duration which had 
been preceded by a sudden loud noise in the 
head and a severe pulsating headache. Five 
days later she suddenly lost all vision in the 
right eye, and diplopia, dilatation of the 
right pupil, and a slight ptosis of the right 
lid were noticed shortly after this episode. 
I first saw the patient four days after this 
attack. 

Physical examination revealed a young 
woman who was well developed and of an 
athletic build, and who weighed 136 pounds. 
The physical examination was essentially 
negative except for the features which I 
shall mention. The heart was only slightly 
enlarged, but auscultation revealed a well- 
defined double murmur over the aortic valve. 
The radial pulse in each arm was forceful, 
relapsing, and of the Corrigan type. The 
systolic blood pressure in the right arm was 
182 mm. of mercury and the diastolic was 
82 mm., suggesting the high pulse pressure 
of aortic insufficiency. In attempting to elicit 
the “pistol-shot” sound of Duroziez over the 
femoral arteries, I found to my surprise that 
there were no pulsations over either femoral 
artery. This was substantiated by totally 
absent pulsations of the posterior tibials, 
dorsalis pedis and popliteal arteries in both 
legs. Because of an adequate collateral cir- 
culation there was no pallor of the lower 
extremities with elevation, or rubor with de- 
pendency. 

The blood pressure was taken with the 
patient in the recumbent position, and the 
readings were as follows: in the right bra- 
chial artery 182 systolic, 82 diastolic, with 
essentially the same reading in the left arm; 
in the right popliteal artery 118 systolic, and 
in the left popliteal 128 systolic. The dia- 
stolic pressure could not be determined in 
either leg. The sounds were heard with diffi- 
culty over the popliteal vessels, and the oscil- 
lations of the manometer were barely per- 
ceptible. 

There were no visible pulsating vessels 
over the thorax, but there were several large, 
pulsating vessels which could be easily pal- 
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pated in the interscapular regions of both 
sides. A murmur could be heard over all 
the upper intercostal arteries. 

The neurological examination revealed a 
ptosis of the right upper lid, a paralysis of 
the internal rectus muscle of the right eve, 
a loss of convergence, and a dilatation of this 
pupil, indicating a partial paralysis of the 
oculomotor nerve on the right side. Vision 
had returned to normal, visual fields were 
full, and the ocular fundi showed only slight 
hypertensive diminution in the calibre of the 
arteries. The neurological examination was 
otherwise normal, The Kline and Kahn re- 
actions of the blood were negative, and all 
other laboratory tests gave normal results. 
A roentgenogram of the thorax revealed a 
bilateral erosion of the inferior surfaces of 
the fourth, fifth, sixth, seventh and eighth 
ribs posteriorly. 

The patient returned home with the advice 
to discontinue athletics and to avoid strenu- 
ous physical activities in the hope of pre- 
venting a vascular catastrophe. 

Maude Abbott” has shown that death was 
the result of coarctation or one of its com- 
plications in 77 per cent of her reported 
cases. These complications include rupture 
of the aorta or heart in 20 per cent, cardiac 
insufficiency in 30 per cent, cerebral hemor- 
rhage in 12 per cent, mycotic endarteritis 
and bacterial endocarditis in 7 per cent, and 
cardiac asystole without apparent cause in 
8 per cent. She found the average span of 
life to be approximately 35 years. However, 
one patient is recorded as living to the ripe 
age of 91 years. 


Conclusion 


Let me emphasize the fact that coarctation 
of the aorta is not the extremely rare entity 
which it was once thought to be. Coarcta- 
tion should be given due consideration in 
every case of so-called essential hypertension 
and in every young person who suffers from 
an unexplained cerebral hemorrhage or who 
presents signs of cardiac insufficiency, par- 
ticularly from aortic valvular disease. Only 
a few seconds will be required to determine 
the presence of arterial pulsations in the 
feet and thereby exclude coarctation as a 
possibility. It is the duty of the physician 
to recognize coarctation without symptoms, 
whenever possible, before the advent of 


cardiac failure or before a vascular catas- 
trophe has occurred. If this anomaly is rec- 
ognized in early life, much can be done to 
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avert disaster by curtailing physical activi- 
ties and prohibiting athletics, in which, 
strangely enough, most of these patients 
strenuously indulge. The possibility of de- 
tecting this anomaly should cause the physi- 
cian who makes routine examinations of 
large numbers of young persons to bear it 
ever in mind. 





MEASLES 
The Wake County Epidemic of 1941 
CHARLES F., WILLIAMS, M. D. 
RALEIGH 


The epidemic of measles which came to 
Wake County this year is probably not a 
great deal different from some of the severe 
ones in different parts of the country at other 
times. It is interesting to note the spread of 
this disease from one focus to another and 
to another. 

The cycle of measles in Wake County has 
run from two to four years. In the statistics 
of the Wake County Health Department, it 
is shown that in one epidemic there would 
be a large number of cases in the city of 
Raleigh and a small number in the surround- 
ing county; then, during the next epidemic, 
the positions would be reversed. However, 
in one epidemic the number of cases in the 
city and county were practically the same. 

In 1932, there were 961 cases in the whole 
of Wake County. In 1934, there were 615, 
and the same number were reported in 1936. 
In 1938, we had probably the greatest 
epidemic in the history of the county, there 
being 2250 reported cases and probably a 
great many that were not reported. The 
great majority of the cases occurred in the 
county, with but a small percentage in the 
city. The following year, 93 cases were re- 
ported, and in 1940, only 9 cases were re- 
ported in the whole of Wake County. 

Through April 22 of this year, there were 
1345 cases in the Raleigh city limits alone, 
and 595 in the rest of Wake County—a 
total of 1940. This division, you will notice, 
is the reverse of the 1938 epidemic. The 
epidemic started in a community about three 
miles southwest of Raleigh, where approxi- 
mately 52 cases were reported in January, 
as compared with 3 in the city of Raleigh. 
In February, 127 cases were reported in 
Wake County against 136 cases in Raleigh. 
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In March, 300 cases were reported in the 
county and 944 in the city. Up through 
April 22, 115 had been reported in the 
county for that month and 262 in the city. 
The peak of the epidemic was reached in 
the last week of March, with 340 cases be- 
ing reported in the city alone. Up through 
the present writing, we are very happy to 
report that no deaths have occurred. There 
was one known case of measles encephalitis. 

After the beginning of the epidemic in 
the area southwest of Raleigh, the trail of 
this disease could be followed to one of the 
county schools lying outside the western 
boundary of the city. It could then be fol- 
lowed to the Sunday schools in the western 
section of the city and to one of the public 
schools in the western edge of the city. From 
there, it could be traced to other Sunday 
schools in the center of the city and then to 
the public schools located in that area. The 
epidemic seemed to cross the city slowly 
from west to east. In some of the schools, 
it was reported that approximately 65 per 
cent of the pupils in certain grades were 
absent. 

In Wake County the children are allowed 
to attend school until the ninth day follow- 
ing exposure to a known case of measles. 
The health authorities assume that the first 
signs and symptoms of the disease will occur 
by the twelfth to fourteenth day. It appears 
that if these children were eliminated from 
school at the time of exposure there would 
be less danger of their exposing other chil- 
dren. It also appears that it is useless to 
keep schools open when approximately 65 
per cent of the pupils are absent; for those 
who do attend will have to be held back 
when the others return. If an epidemic 
reaches such a proportion that the schools 
have to be closed, Sunday schools, picture 
shows, and other gatherings of children 
should be forbidden. Of course, the argu- 
ment will arise that a child should “go ahead 
and have the measles anyway.” This argu- 
ment should be considered with a view to 
the general condition, age, and past history 
of the child. 

The virulence of epidemics of measles 
seems to vary. In some epidemics the dis- 
ease does not appear to give the child a 
great deal of discomfort, and there are 
but few complications. The Wake County 
epidemic of 1941 appears to have swung to 
the other extreme; there were many cases 
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of pneumonia, otitis media, severe vomiting, 
and nose bleeds reported. The children ap- 
peared to be sicker, with higher fevers, dur- 
ing this epidemic than during the past two 
or three years. The severity of the cases 
this year may be due to the large number 
of cases of pneumonia and influenza that oc- 
curred during January and February. 

There is no need to discuss the signs, symp- 
toms, and the course of the disease before 
this audience. All of these are well known 
to my listeners; so it may be fitting to move 
on to some of the controversial subjects that 
have been praised on one hand and damned 
on the other. Probably the most discussed 
of these, at the present time, is immune 
globulin. This product may be obtained 
commercially from several pharmaceutical 
houses. It is a known fact that immune sub- 
stances such as diphtheria antitoxin, anti- 
poliomyeliti8 protective substances, and anti- 
measles protective substances are trans- 
ferred from the mother’s blood to that of 
the offspring. With this fact as a basis, 
McKhann and Chu began extracting the 
blood from placentas for the measles protect- 
ive substances. These substances have been 
found in the globulin fraction of the saline 
extract. It is the concentrated globulin frac- 
tion which is used for prevention and modi- 
fication of measles. The question now rises 
as to which cases should be modified, which 
prevented, and which allowed to take the 
disease unaltered. 

In the first class (for modification of the 
disease) I have children under 6 years of 
age, who are apparently in good health. In 
the next classification (for an attempt at 
prevention) I would put children of poor 
general condition. In the third class, I have 
those children over 6 years of age, who are 
in good health. These ages are arbitrary, 
and I gave myself leeway on both sides. 

I had 24 children inoculated, and 1 child 
inoculated twice at the request of the par- 
ents. The dosage varied according to the 
age and condition of the child. Again I have 
placed an arbitrary age limit, which I did 
not always follow. To children under 3 years 
of age, I gave 2 cc. of immune globulin, and 
to those 3 years and over, I gave 4 cc. The 
results from these inoculations, I consider, 
are very good. This group of children were 
compared with 50 other children who were 
not given the inoculations. 

In the group which were given inocula- 
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tions, 16 or 67 per cent had light cases, 
which consisted of fever not over 103 F. 
and mild constitutional symptoms. Four or 
1614 per cent had poor results, and of these 
2 children had unmodified cases. One child 
had a moderately severe attack with com- 
plications of otitis media, and one had a 
moderately severe case with prostration and 
nose bleeds. In the remaining 4 or 161% per 
cent, the children did not develop the disease. 

In one family of 4 children, the 12 year 
old boy brought the disease home from 
school. The 9 year old girl was not inocu- 
lated. The 5 year old boy and the 18 month 
old girl were inoculated with 4 cc. and 2 cc. 
of immune globulin, respectively. The oldest 
boy, who brought the disease home, had a 
moderately severe case, with much vomiting, 
prostration, severe rash, moderately severe 
cough, and a temperature of 105 F. at in- 
tervals. The 9 year old girl had a case al- 
most as bad as the boy’s, with bad rash, 
temperature ranging slightly over 104 for 
two days, nose bleeds averaging twice daily 
for three days, and a fair degree of prostra- 
tion. The 5 year old boy, who had been in- 
oculated, had a mild type of measles with 
scanty rash, fever not over 103 F., and no 
other symptoms except a mild cough. It was 
difficult to keep this child in bed. The 18 
month old girl had a prodromal period of 
mild fever and irritability for six days. Fol- 
lowing this, she broke out with a rash and 
Koplik’s spots, which lasted about two days 
and disappeared. This was deemed a very 
mild type of measles. Similar instances were 
noted in other families. 

Of the 50 cases which did not have inocu- 
lations, 2 or 4 per cent had severe measles, 
both beinz complicated by pneumonia with 
fever of 105 F. for two days and great 
prostration. One of these children also had 
whooping cough. Three or 6 per cent had 
moderately severe measles with high fevers, 
marked prostration, moderately severe 
cough, marked rash, but no complications. 
Forty-two or 86 per cent had moderate 
measles symptoms with fever of 104 F. for 
two to three days, moderate cough, moderate 
prostration, and a rash covering thickly the 
entire body. Three or 6 per cent had light 
cases. 

As for the complications in the two groups, 
there was 1 case of otitis media in a child 
who had been inoculated about one month 
previously for another exposure to measles, 
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(The mother could not trace the exposure 
which caused the disease.) There were 3 
cases of otitis media in those not having in- 
oculations. There were 2 cases of pneumonia, 
both in children not inoculated. There were 
nose bleeds averaging two a day in 4 chil- 
dren, 1 with the inoculation and 3 without. 
In one child not inoculated, there was an 
acute flare-up of nephritis, which had quieted 
down about a month previously. Some of the 
other accompanying diseases were whoop- 
ing cough in 3 children and chicken pox in 2. 

Aside from the cases of pneumonia from 
measles treated in the home, there were 10 
cases seen in Rex Hospital on the service. 
These children had, at some time previous 
to admission, or during their stay in the 
hospital, been treated with sulfathiazole. We 
found that 3 or 30 per cent did not respond 
to this therapy and that 7 or 70 per cent 
did. Those children not responding to the 
sulfathiazole were given blood transfusions 
and supportive fluids, and after the second 
transfusion the temperature came to normal 
and stayed there. The throat cultures of 
these children were predominantly non- 
hemolytic streptococci. A few cases showed 
pneumococci which were not typed. 

During this epidemic, I did not use con- 
valescent serum, convalescent whole blood, 
adult blood, or pooled blood. These, as you 
know, are not readily available and the 
dosage is very large in comparison with the 
immune globulin. Possibly someone here has 
used the two and can compare them for us. 

The question has arisen several times 
whether to give to a child with measles 
sulfathiazole in doses a fourth or a third of 
the regular dose if that child has a history 
of repeated ear infections or bronchitis. Dr. 
Alexis Hartmann of St. Louis suggested giv- 
ing sulfathiazole prophylactically in such 
cases in doses one-fourth the regular size. 
I tried this on 3 children who had histories 
of otitis media and bronchitis. None of these 
children developed any complications during 
the disease, and all had moderate cases. Of 
course, 3 cases are of no importance as a 
report but they may give food for thought. 


Summary 


The Wake County measles epidemic of 
1941 could be classed as one of the larger 
epidemics and with measles of a more severe 
type than is usually seen. It was interesting 
to note the spread from a nest in the out- 
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skirts of the city to the involvement of the 
whole city. I believe that the use of immune 
globulin (human) for modification, and, if 
necessary, for prevention of measles will be- 
come more widespread in future epidemics. 
I also think that sulfathiazole, for the pre- 
vention of complications in children with 
histories of repeated attacks of otitis media 
and bronchitis, should be given a trial. 
Some children had no reaction at all to 
the immune globulin except a sore buttock. 
Some had fever of 104 F. for about six hours. 
Most of the children had a little fever and 
a little discomfort, but there were no serious 
results from any of these inoculations. 


Abstract of Discussion 


Dr. A. S. Root (Raleigh): I should like to sub- 
stantiate Dr. Williams’ idea about the effectiveness 
of immune globulin now on the market. During 
the last epidemic four years ago I was very much 
disappointed with the effects of immune globulin. 
We had so many failures that we discontinued its 
use and trusted to convalescent blood. During this 
year’s epidemic we used the immune human globulin 
again. 

The immune human globulin put out four years 
ago was too refined. The present immune globulin 
is not so refined and is much more effective. We 
confined our injections of immune globulin to chil- 
dren under 3 years of age, except for children with 
asthma or some similar condition. 

We gave about 75 doses of immune globulin to 
children intimately exposed to measles within the 
first six days after exposure. Eighty per cent of 
those doses were effective. Nine per cent of the 
children were completely protected and the 71 per 
cent remaining had very mild cases of measles. 
We did not have to use the convalescent blood at 
all in this epidemic. 

My general impression is that immune globulin 
is not quite as effective as convalescent blood, but 
it is easy to get. There is very little difference. 


Chairman Roberts: Did you find that any par- 
ticular brand of immune globulin gave you any more 
reaction than other brands? 

Dr. A. S. Root: No, sir. 

Dr. L. J. Butler (Winston-Salem): How do you 
estimate the dosage of immune globulin? We had 
an epidemic two years ago in Winston-Salem and 
used immune globulin then. To children under 2 
years of age I gave 2 cc. Of two children who 
had the same exposure, one child had a mild case 
of measles and the other child did not have any. 
Do you have any real data on how to estimate doses 
for these children? We want the child to have a 
mild cases of measles. Often we prevent the dis- 
case in one child with the same dosage which gives 
a mild case to another child. 

Question: Do you have any delayed incubation 
period? 

Dr. J. B. Sidbury (Wilmington): We are just 
starting our epidemic in Wilmington. My previous 
experience with immune globulin was as Dr. Root 
said. The children got a temperature of about 
104F. I gave about 100 injections of immune 
globulin. I had about 10 to 12 per cent failures 


as compared to 2 to 4 per cent with serum or whole 
blood. Mothers complained more about 


immune 
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globulin than about the whole blood. I usually use 
whole blood from either parent who has had the 
disease. I give it five or six days after exposure. 

What we would like to do is give these children 
a modified case. If we delay the injection or give 
a smaller amount of serum, it seems to work bet- 
ter. You can get the serum from Philadelphia. It 
costs about 20 cents per cubic centimeter, which is 
about the same as the cost of immune globulin. 
I have more confidence in the serum. I have not 
used the immune globulin for two years now, and 
I do not know what this latest product will do. 


Dr. A. S. Root: With this newer preparation 
these children do not get the constitutional reac- 
tions and the little sores on the buttocks which 
they have when you inject blood. 


Dr. J. B. Sidbury: The other preparation caused 
them. I talked to the father of one of Dr. Wil- 
liams’ patients and he said his child got a terrific 
reaction. This dry serum you get from Philadelphia 
is put up in very convenient form. The immune 
globulin used to cost $2.25. I think you can get 
the convalescent serum from the Children’s Hos- 
pital in Philadelphia for about the same price or a 
little less. 

Dr. John A. Shaw (Fayetteville): We had an ex- 
tensive epidemic in Fayetteville. I used quite a 
bit of immune globulin. In some children it pre- 
vented a case. Two cases had acute nephritis. I 
gave 4 cc. to a 4 year old child and he did not 
have measles. I think that when we want to pre- 
vent a case, if we give it the day after exposure 
it will probably prevent it. In cases where you 
want to stop it entirely, it works just as well as it 
does to alleviate a case. 

Dr. Charles Gay (Charlotte): I was interested in 
the prophylactic Dr. Williams mentioned. I have 
seen children develop a definite pneumonia within 
twenty-four to forty-eight hours after measles 
broke out. I have also seen otitis media develop. 
I used sulfathiazole in that case with very good 
results. 

Dr.———: We lose more children from measles 
in North Carolina each year than we do from 
diphtheria. My experience has been like Dr. Sid- 
bury’s. I get better results from whole blood. The 
fact that it is not costly is sometimes an important 
item. I give anywhere from 10 to 50 cc. Two sis- 
ters came in the office after having been exposed 
to measles. One was a known asthmatic. I gave 
them both the usual dose of immune globulin. Be- 
fore they got home, both had hard chills, became 
cyanotic and ran temperatures around 104 and 105 F. 
I never had that reaction from whole blood. 

Dr. M. Y. Smith (Greensboro): I think we will 
all admit that the immune globulin we get now is 
better than it was formerly. I still feel that the 
effect from convalescent blood is dramatic, but we 
can not always get it. I was very much interested 
in Dr. Williams’ discussion of chemotherapy. The 
tendency when any child develops a temperature 
seems to be to saturate it with sulfathiazole, whether 
it has measles, cold or cough. I think most of us 
will agree that chemotherapy has nothing at all to 
do with the severity or prevention of measles. It 
has some effect as a prophylactic against complica- 
tions. Dr. Williams brought that point out, and 
it should be stressed further. Sulfathiazole is not 
given to modify measles but to modify some of the 
complications that develop. 

Dr. Jean McAllister (Greensboro): Were there 
any cases under 6 months of age in that group? 

Dr. Williams: I did not see any children with 
measles under 6 months of age. 

In regard to Dr. Butler’s question; we did not 
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have any definite thing on which to estimate the 
dosage. We just had to wait and see what would 
happen. 

In regard to the question about the late incuba- 
tion periods, I did not see any. Several of the pro- 
dromal periods increased from three to five and six 
days. 





SOME IMPRESSIONS GAINED FROM 
TWO HUNDRED AND FIFTY 
CHOLECYSTECTOMIES 


G. CARLYLE COOKE, M.D., F.A.C.S. 
WINSTON-SALEM 


The collection of a group of case histories 
has become one of our most reliable and 
common methods of obtaining statistical 
data. Upon conclusions drawn from such 
data are based the greater portion of our 
therapeutic procedures. However, many such 
studies have been inconclusive and often 
misleading. To compile the results of a 
series of case studies without an accurate 
and carefully considered knowledge of the 
factors which have influenced those results 
may be not only valueless but harmful. 
Therefore, the sole purpose of this paper is 
to present some impressions that have come 
from a series of 250 cholecystectomies. I feel 
that the lessons learned have served to lower 
mortality and morbidity in a private prac- 
tice. 


Type of Material Included 


This series includes all cholecystectomies 
performed by the writer between the years 
1920 and 1940. It does not include any case 
of gallbladder disease for which cholecystec- 
tomy was not done. Cases which did not 
come to operation, or for which some other 
type of operation—such as cholecystotomy 
or cholecystenterostomy — was done, or in 
which the gallbladder was only explored are 
excluded. 

All cases in this series were worked up by 
the writer and were followed from the his- 
tory through the physical and x-ray exami- 
nation, operation, and convalescence; and 
about 20 per cent were observed for a year 
after operation. All preoperative impres- 
sions found to be wrong at operation were 
carefully noted and recorded. This made 
fewer corrections necessary in succeeding 
cases. Through this method diagnostic ac- 
curacy steadily improved, in spite of the fact 
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that many principles I had been taught dur- 
ing earlier training were contradicted. An 
example of this was Courvoisier’s law. There 
were fourteen cases of palpable mass and 
jaundice which were not due to cancer, but 
to stones in the common duct with a dis- 
‘tended gallbladder. 

The series will be more significant if one 
considers the fact that the operations were 
performed during a period when the general 
surgical trend was undergoing a definite 
change. When I was fresh from surgical 
training, it was considered best to drain the 
acutely inflamed gallbladder after the fulmi- 
nating symptoms had subsided. In fact, in 
my early years I performed many operations 
to remove stones from a gallbladder, drain 
it, and leave it in situ. No such operations 
have been done in this series during the past 
decade. The mortality and morbidity have 
been lowered appreciably since this pro- 
cedure was discontinued. 


Mortality 


In the entire 250 cases there were 14 
deaths—a mortality of 5.6 per cent. Thirteen 
of the deaths occurred in the first 175 cases, 
while only one death occurred in the last 75 
cases. This was in a white female, aged 68, 
who had had recurrent attacks of gallstone 
colic during the past twenty-five years. Her 
condition was poor. At operation it was 
found that the gallbladder had become ad- 
herent to the duodenum and that a large 
gallstone had eroded through the gallbladder 
wall and into the adjacent adherent duode- 
num. The stone, the size of a nutmeg, was 
just about ready to pass into the duodenum 
and leave a well formed cholecystenterosto- 
my. It certainly appears that nature would 
have accomplished a complete cure had not 
man intervened. The gallbladder, with sev- 
eral remaining stones, was removed, and the 
opening in the duodenum was closed with 
three rows of sutures. The patient stood the 
operation well and progressed nicely until 
the seventh day, when the duodenal defect 
broke down and formed a duodenal fistula 
which persisted until death, seven weeks 
later. 


Etiology 


The late Dr. J. B. Deaver stated that all 
gallbladder disease came from appendicitis. 
While this series of cases does not throw 
great light on etiology, there are some find- 
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ings that are significant. In support of Dr. 
Deaver’s statement it is interesting to note 
that only 5 patients had had appendectomies 
previously, while 128 appendectomies were 
done at the time of cholecystectomy. There 
was a preponderance of females in this 
series, most of them fat and middle-aged, 
although some were thin. The youngest pa- 
tient was 4 years of age, and showed gall- 
stones and empyema. The oldest was 72, 
and also showed stones. Many patients gave 
a history of having had typhoid, but the in- 
cidence of this has shown a striking decline 
in those cases operated upon in the last ten 
years. 


Pathology 


This study has demonstrated four types 
of pathology: 
1. Acute cholecystitis with or without 
stones. 
a. Simple 
b. With phlegmasia 
ec. With empyema. 
2. Chronic interstitial cholecystitis with 
or without stones. 
3. Chronic catarrhal cholecystitis without 
stones. 
4. Cholelithiasis without disease of the 
gallbladder. 


The first type is a catarrhal inflammation 
of the mucous membrane which is part of a 
generalized cholangitis. In these cases the 
general inflammation may subside and leave 
a diseased gallbladder which may cause 
phlegmasia, or empyema, or both. The in- 
citing factor may have been a stone blocking 
2 common duct or an acute blood-borne in- 
fection. The impaired physiology in this 
group is due to the toxinemia of infection 
and to obstruction. This obstruction is of 
two types. One is that which causes absorp- 
tion of bile. Bile may be absorbed through 
the blood vessels adjacent to the duct system 
when the common or hepatic duct is ob- 
structed, or a process that is not common 
and not usually recognized—an inflamma- 
tory scarring in the cystic duct which 
causes a valve-like action. Bile can enter the 
gallbladder but cannot escape by way of the 
cystic duct. When the absorption capacity 
of the gallbladder is reached, bile enters the 
circulation by way of the lymph. This is the 
only means by which a cystic duct obstruc- 
tion can produce jaundice. A two-way ob- 
struction of the cystic duct never produces 
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jaundice. In the former condition x-ray 
studies show that dye is retained for many 
hours. When these cases come to operation, 
the gallbladders are found to be distended 
with bile, and they cannot be emptied, either 
in situ or after removal. This type of gall- 
bladder has been shown to admit fluid when 
a cannula is inserted into the duct. Some 
of the patients in this series had their gall- 
bladders removed when no other gross path- 
ological lesion was present, and all symp- 
toms abated. This process describes the 
physiological impairment of the third path- 
ological class —namely, chronic catarrhal 
cholecystitis with or without stones. In this 
type stones never leave the gallbladder to 
cause a gallstone colic. 

The second type—chronic interstitial cho- 
lecystitis without stones—produces symp- 
toms in two ways: (1) by the intermittent 
pressure of stones in the common duct with 
resultant obstruction, and (2) by adhesions 
around the gallbladder and the cystic and 
common ducts. These adhesions interfere 


with the contractility of the gallbladder and 
the motility of the viscera adherent to them. 
Colonic adhesions produce constipation. 
Stomach and duodenal adhesions cause 
spasm and retarded peristaltic flow. Both 
of these processes produce flatulence. 

The -fourth pathological type—cholelithi- 
asis without disease of the gallbladder or 
ducts—is illustrated by the following case. 
An 8 year old white girl was admitted to 
the hospital with severe pain in the upper 
right quadrant and all the symptoms of an 
acute abdominal catastrophe. A diagnosis of 
acute appendicitis was made, and the abdo- 
men was opened immediately. The appendix 
was found to be normal, as were all other 
organs except the gallbladder, which was 
filled with pea sized stones. Otherwise, it 
was normal. No stone could be found in the 
common duct. The gallbladder was removed 
and the patient made an uneventful re- 
covery. The gallbladder showed no gross nor 
microscopic pathology. The bile was sterile 
and macerated gallstone culture showed no 
growth. The cause of these gallstones and 
the resultant colic was not even guessed at 
until, a year later, Sir Birkley Monyan in 
a personal interview described a very defi- 
nite pathological entity characterized by 
sterile bile and gallstones. He has found a 





hereditary type of increased red cell fragili- 
ty in which the red cell products are sent 
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from the spleen to the liver in such great 
quantities that the bile becomes supersatu- 
rated with bile salts, which are precipitated 
out in the gallbladder as stones. 


Symptoms and Diagnosis 


The symptoms of gallbladder disease are 
numerous and varied, and in this series 
there were few that were constant and im- 
pressive. I[t is interesting to note that in 12 
cases of this series the only significant com- 
plaint, and in 3 the only complaint was head- 
ache. The other important symptoms varied 
according to the pathology. In the first path- 
ological group—namely, acute cholecystitis 
—there were all the cardinal signs of in- 
flammation plus pain and tenderness and 
muscle spasm in the right upper quadrant. 
A most constant complaint in this group was 
of difficult and painful inspiration. Without 
exception this pain was intensified when 
pressure was made under the costal border. 
During the earlier part of this series these 
patients were packed in ice, and upon sub- 
sidence of acute symptoms many showed 
jaundice. Some cases, however, did not sub- 
side, but went on to rupture. In the later 
cases of the series none were allowed to sub- 
side. 

In chronic gallbladder disease the symp- 
toms for which the patients sought medical 
relief were of two types. In one group there 
were intermittent attacks of gallstone colic. 
Even in the presence of cholecystitis with 
adhesions these patients were practically 
svmptom free between attacks. These at- 
tacks were, of course, usually associated 
with the passage of stones. The other symp- 
tom which was constant for a type was 
“cas.” These patients have belching and a 
pressure distress in the epigastrium coming 
on immediately after taking food. The dis- 
tress is exaggerated by fat or fried foods. 
In contradistinction to the pain of ulcer, 
these patients always feel better when their 
stomach is empty or partly empty than when 
it is full. The distress is not an acute, stab- 
bing pain, but a distressing colicky fullness. 
Many patients have these symptoms over a 
period of years without ever having acute 
gallstone colic or any other striking symp- 
tom. 

With well developed symptoms as de- 
scribed above, one is justified in making a 
tentative diagnosis of. gallbladder disease. 
In many instances there will not be found 
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more pathognomonic evidence. The blood 
count and other laboratory procedures are 
probably less helpful than in most other 
abdominal diseases. The x-ray was most 
constantly of diagnostic aid, but in a definite 
percentage it was of little or no help. Cho- 
lecystography when it gave positive findings 
was highly reliable. However, in some cases 
cholecystography showed normal function, 
and at operation dense adhesions were found. 
This latter type will usually show a de- 
formed duodenal cap with the opaque meal. 
An x-ray examination of the gallbladder is, 
therefore, considered incomplete when cho- 
lecystography is negative. In such cases a 
gastric series should be done. When the case 
is elective, a therapeutic test which has been 
of inestimable value is to give an alkali 
with a strong sulfate salt three times a day 
before meals for a week. If the symptoms 
are not markedly relieved, a further study 
for other disease is deemed necessary. 


Prognosis 


The immediate operative morbidity has 
been considerably reduced in the last decade 
of work. However, it has been unusual for 
the patient to be symptom free immediately 
following operation. There are two types of 
postoperative symptoms. One is due to the 
patient’s becoming accustomed to doing 
without a gallbladder. When the function of 
the gallbladder has been lost for some time 
before operation this type of symptom is not 
prominent. 

The other type of postoperative morbidity 
is due to the damage that has been done to 
the liver, especially to the duct system, be- 
fore the gallbladder is removed. Many of 
these cases show at operation marked scar- 
ring of the liver surface. Some of these 
scars are due to adhesions between the cap- 
sule and the adjacent viscera, but it is 
reasonable to believe that as a result of long 
standing infection in the gallbladder and 
ducts, much fibrosis occurs throughout the 
liver. This constricts ducts and canaliculi, 
with partial or complete obstruction to bile 
drainage from groups of liver cells. After 
all infection is cleared up those cells which 
have free drainage will hypertrophy while 
those working against back pressure will 
atrophy, and in this way liver function will 
be reestablished. This process of recupera- 
tion, then, will of necessity take longer in 
those cases where most damage. has been 
done, and the resulting postoperative symp- 
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toms will be slower to clear up. 

One fact that this series has impressed 
upon me is that a patient can have gallblad- 
der disease and other diseases at the same 
time. A patient seeks a doctor’s aid to be 


cured of all that ails him, but we are prone 
to make a diagnosis of a single disease, and 


then be chagrined to have him remain sick 


after he is cured of that particular ailment. 
In this series there were encountered seven- 
ty-four diseases other than cholecystitis, for 
which forty-nine other operations were done 
in conjunction with cholecystectomy, either 
at the same time or later during the pa- 
tient’s stay in the hospital. The diseases for 
which these operations were done included 
peptic ulcers, both gastric and duodenal; 
nephrolithiasis and nephrophthisis; cancer 
of the uterus and adhesions, causing ob- 
struction. These associated disorders no 
doubt accounted for some of the mortality 
in the earlier cases. 


The Operation 


In the past ten years [ have not employed 
drainage of the gallbladder in a single case. 
In many cases of empyema and phlegmasia 
I have removed the gallbladder just as in 
chronic cases, except that instead of ligating 
the cystic duct I sutured a small tube into 
the open stump in order to allow drainage. 
There has been no death with this type of 
treatment. 

The advisability of drainage in the clean 
cases is open to question. In this series 14 
cases were closed tight and dry. None of 
these cases showed any symptoms indicating 
that they should have been drained. Five 
cases were dry, but were closed with one 
rubber tissue drain to the gallbladder bed, 
which drained bile afterwards as late as the 
seventh day. In all the cases biliary drain- 
age ceased in a few days without treatment. 
It is not known whether the ligature came 
off the cystic duct stump or whether the 
drainage was due to a leak from the gall- 
bladder bed. As none of the cases closed 
without drainage showed evidence of biliary 
leakage the questions are raised: [s it pos- 
sible that the drain may have contributed to 
biliary leakage? Should drains ever be used 
where there is no bleeding and where the 
duct is securely ligated? 

In all chronic cases where the duct was 


ligated, No. 1 chromic catgut was used and 
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two separate ligatures with their knots were 
placed on opposite sides of the duct. 

When the gallbladder was stripped from 
its bed, the peritoneum was incised on the 
gallbladder side, and its edges were approxi- 


mated with No. 1 plain catgut, so that no 
stitches were put through the liver tissue. 
It is my belief that it is better to leave ¢ 
gallbladder bed open than to suture through 
liver substances. In some cases a biliary 


drainage has been seen to come from stitch 
holes and persist for several days. 


Postoperative Treatment 


The most important part of the postoper- 
ative treatment is diet. Patients are now 
advised to eat a fat free diet unti) there is 
no indigestion or “gas.” If indigestion is 
severe, and especially if there is a tendency 
to constipation, the alkali and sulfate mix. 
ture, described as a diagnostic aid, is help- 
ful. This consists of equal parts of sodium 
bicarbonate, sodium sulfate, magnesium sul- 
fate, and magnesium carbonate. One drachm 


should be taken in water before meals. This 
has been found to give more relief of post- 


operative symptoms than any other medical 
treatment. 


Summary 


A review of 250 cholecystectomies has 
yielded the following statistics: 


EE er 
Cured eat ee ee ee a 151 
Improved .....%...... 49 
DE oe ce terme 6 «+ « * 6 6 12 
Drain not recorded ....... 88 
Closed without drain ce «© «2 « & 14 
Appendectomy ; 128 
Other operations . . . . . ... 49 
Other diseases. ........ «#74 
Previous appendectomy ex P 5 


It is my belief, based on twenty years’ 
work with gallbladder disease, that chole- 
cystectomy is the best treatment for chole- 
cystitis. 





Hydrotherapy for the Control of Fever—Nowa- 
days, we seldom attempt to control fever by ad- 
ministering antipyretics, and hydrotherapy is far 
less frequently employed than heretofore. Former- 
ly, much of the time of the nursing staff was taken 
up in giving baths of some sort or other, but now, 
aside from the daily bed bath, comparatively few 
patients receive hydrotherapy. I think the best 
guide for prescribing hydrotherapy is not so much 
the height of the fever but rather the comfort of 
the patient. Many feverish patients are restless, 
irritable, and generally uncomfortable, and they can 
be made more comfortable by a sponge bath.— 
Walter L. Niles, in a Conference on the Manage- 
ment of Fever, New York State Journal of Medi- 


cine, 40:1741 (December 1) 1940. 
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CHANGING TRENDS IN THERAPY 


JOHN A. ROSE, M. D. 
WINSTON-SALEM 


After several years spent in teaching 
clinics which were concerned with psychotic 
and neurotic adults, I went into the child 
guidance field. In that field I found practice 
at quite a different level from that prevalent 
in my previous experience. At present I am 
engaged in getting a teaching department 
organized; an integral part of that set-up 
is a child guidance clinic. Other divisions of 
the department are beds for psychotics, beds 
for psychosomatic study, consultation ser- 
vice to other departments, and neurology 
and neurological research. In each of the 
divisions my experience in child guidance 
clinics has changed the plan of organization 
and practice. I think this change may bear 
some scrutiny. In order to get at this I shall 
first have to go into child guidance clinic 
history. 

About eighteen years ago the Common- 
wealth fund started the child guidance move- 
ment by establishing demonstration clinics 
in various large cities. The research work 
of Healy’ in delinquency in Chicago was 
the body of experience upon which a plan 
for this work could be based. Healy sug- 
gested a four-fold program of physical, psy- 
chological, psychiatric and social study. 
Clinics were launched, with psychiatrists, 
psychologists, and social workers. At this 
time the broad objectives of clinics were to 
prevent psychoses and improve delinquents. 
The emphasis on prevention was great. At 
that time most psychiatrists who went into 
this field had had little experience with the 
psychoneuroses and much with the _ psy- 
choses. As Helen Witmer” noted, a pro- 
gram which aimed at decreasing the number 
of commitments backfired and _ produced 
pressure for more. A more frank self-criti- 
cism soon suggested that there were few 
true psychoses of children and that for the 
most part such diagnoses were not justified. 
Lately in several research programs it has 
been shown that we have no valid anamnestic 
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atric Association, Morganton, October 2, 1941. 
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data for anticipating psychosis. Besides this, 
most parents who brought children wanted 
help and not a diagnosis which only indi- 
cated that the situation was hopeless. I be- 
lieve that the diagnosis of a psychosis, con- 
stitutional inferiority, or feeble-mindedness 
has often been made to cover the fact that 
the psychiatrist actually did not know what 
to do or how to help. On the whole, people 
will not pay to hear such poor prognosis for 
their children. Child guidance clinics had to 
perceive that if they were to survive, they 
must at least try to keep the parents with 
their children. 

This early work seemed to indicate that a 
theory of personality disturbance based on a 
study of the psychoses and springing largely 
from Kraepelinian psychology?) was not use- 
ful in helping children. The objective of pre- 
venting psychosis was unreal, because no- 
body can work on preventing something 
when the signs of incipience are not known. 
This objective has been largely dropped, 
and the basis of child guidance work is now 
helping a parent and child with the problem 
they bring at whatever point they can begin 
to work on it. The work with delinquency 
further bore out the practicability of this 
plan. Delinquents have been helped where 
parents supported the move they made in 
coming for help. 

As child guidance clinics went on, two 
things helped give a new philosophy of the 
birth of human disturbance. In early years 
social workers had gone into the homes: to 
investigate living conditions. It soon seemed 
that the relation of the parent to the child 
was more constantly a cause of disturbance 
than any environmental factor. When this 
factor was first recognized, social workers 
began to put their efforts in telling the 
parent how to change, or often in telling 
other social workers how to work with 
parents. Many have not gotten beyond this 
stage, because most parents at least seem to 
want to be told, but actual experience has 
shown that either they cannot act on the 
advice or they have to fight it. As a matter 
of fact, most advice given by psychiatrists 
on matters of living is based on some philoso- 
phy or other, which is probably already 
known by the patient. In a world full of 
“insight” there remain those who cannot act 
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to help themselves, no matter what they 
know. 

The result of this new experience was that 
clinics had to get a new way of working, to 
establish what was the right place to work, 
and to get a process of working with parents 
and children which was helpful, not just 
advisory. 

A re-oriented objective was set up: to help 
a parent and child get at the solution of the 
problem in themselves, without the psychia- 
trist’s having a preconceived idea of what 
that solution should be. It is obvious that 
this involved direct personal therapy for the 
child. Parents were asked to come to the 
clinic. As workers began to discuss the 
child’s situation with the parent and as psy- 
chiatrists began interviews with the child, 
a new mechanism was set going. 

A program” was set up whereby clinic 
cases were accepted only after the person 
most responsible for the child came to the 
clinic and decided, after coming, to bring 
the child later. A great many people came 
in to talk who did not really want to come 
for help. These parents often put the blame 
for the problem on the physical situation, 
even when they had previously been to many 
pediatricians. It is obvious that if the clinic 
accepted such cases for diagnosis, a repeti- 
tion of the previous consultations would take 
place. Therefore it was decided not to do 
physical examinations. In this way one could 
say to a parent that the clinic was a place 
for treating behavior disturbances — not 
physical ones—, and that she should consult 
with a pediatrician until the physical condi- 
tion was cured or until she decided that the 
condition was psychological. Much more was 
gained than was lost by dispensing with the 
physical examination. The whole basis for 
seeing the child was changed vitally. In- 
stead of the doctor’s doing something to the 
child, the child was doing something with 
the doctor, and so the importance of the 
child’s conduct in the relationship was un- 
derstood. 

Up to this point, then, these changes in 
the mechanics of doing the job had to be 
made, purely in order that the clinics might 
survive. Out of working with the parent to 
get a solution for her problem, a philosophy 
of growing up came into being on the basis 
of experience. As it was seen that the 
mother’s feeling for the child is the most 
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authentic environment, so it must be seen 
that both healthy growth and disturbance 
come out of that relationship. Any philoso- 
phy of psychological maturing of individu- 
ality which is valid must see that the parent- 
child relationship is the early food of growth, 
and that either good or bad can come from 
it. I believe that human difficulty arises first 
out of the parent-child relationship, and 
therapy for children must work with both 
sides of that relationship’. The essence of 
therapy is giving meaning to the’ behavior 
of children or adults who come willingly and 
purposefully. The ability to practice this 
method comes from supervised experience in 
working with people and involves change 
for the person who would do it. The psychia- 
trist must become self-conscious about his 
personal philosophy in order to avoid using 
it instead of allowing the patient to make 
use of hfm. 

With this new approach to child guidance, 
parents and children who have troubled re- 
lationship can come to a clinic and be helped 
in a process going on for one hour a week 
for eight to twenty weeks. I believe that 
this treatment philosophy grew in the sound- 
est way anything can grow—through prac- 
tice and experience—, and that good results 
are obtained. 

How, then, can this rather different sys- 
tem be applied to the entire program of a 
teaching department? I would raise the 
question: What are the real objectives of 
psychiatry? It seems that psychiatry has 
taken on new jobs and retained old ones 
without having to stand on results. Today 
psychiatry has in its fold state hospital care, 
psychopathic clinic care, individual therapy, 
psychosomatic studies, ward consultation on 
other services, clinical neurology, research 
neurophysiology, advice to social work, med- 
icolegal work, crime study, war work. and 
many other fields. With all of these to choose 
from in teaching psychiatry, what should be 
chosen? Have all these things the same ob- 
jectives? Do these objectives have any pos- 
sibility of fulfillment? Are all of these things 
unique to psychiatry and best done in that 
field? 

State hospital care is certainly something 
that must be included legitimately; yet a 
state hospital which assumes only diagnosis 
and custodial care as its jobs is certainly not 
5. (a) Allen, F. H.: The Dilemma of Growth, Arch, Neurol. 
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representative of psychiatry. The turnover 
in assistant physicians in state hospitals at- 
tests the lack of intellectual challenge there. 
I think that an informed public will make 
increasing demands on state hospitals to 
show results which are not just in terms of 
the economic self-sufficiency of the hospital. 
I do not think one can advise students and 
men in training to go into state hospitals 
until more emphasis is placed on helping the 
patient. | 

With reference to in-patient psychiatric 
clinics, I believe much change for the better 
can be made. They have continued to exist, 
not so much because they really help, but 
because people dread commitment in a state 
hospital, and such care temporarily staves 
off commitment. In many teaching hospitals 
these clinics serve the doctor and the inter- 
ests of a research program rather than the 
patient. All great advances in medicine have 
come through sound research; but the at- 
tempt to apply medical research methods to 
psychological problems has interfered with 
the business of helping a patient to get well. 
Research on the individual at his expense is 
justified only if the knowledge gained helps 
many more people to get well. Research in 
psychosomatics has been helpful to medicine 
because it aids in medical differential diag- 
nosis. Actually, this study is being taken 
over into medicine and pediatrics, and soon 
will not be an authentic field for psychiatry. 
Research in mental mechanisms typical of 
Kraepelinian and Freudian psychology has 
clearly proved to be in the interest of the 
physician, and not the patient. After the 
physician gets the material, the patient must 
still solve the problem of living in the pres- 
ent; too little research has been done in the 
method whereby one may help him to do 
that. 

Therefore, the trend in the in-patient pro- 
gram seems to be toward letting the diag- 
nosis of psychosomatic problems gradually 
go into internal medicine. The treatment of 
organic psychoses — luetic, arteriosclerotic, 
degenerative, and those a part of a more 
general disease picture—are only psychiatric 
because of the custodial problem. They are 
intrinsically medical in treatment, and I can- 
not see mere custodianship as being the 
unique job of psychiatry. 

In the organization of a clinic, one may 
learn another lesson from child guidance 
practice. The child who is taken out of his 
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living difficulty by being removed from 
school, sent on a visit, or brought into a hos- 
pital cannot be successfully treated in the 
better sense of the word, because when he 
goes back into the place where he has 
trouble, he has no help in meeting the 
trouble. Attempting to treat the “just 
nervous” neurotic person in a hospital has 
the same difficulties, plus the fact that the 
whole atmosphere of hospital care is so rest- 
ful that there is no reality at all to face 
the patient. The rest cure theory of Weir 
Mitchell has no organic basis. We know 
that the neurotic avoids any action which 
brings him face to face with actually work- 
ing on his real living difficulties; he puts it 
off as long as he can, and the rest cure in- 
patient plan usually works in beautifully 
with the psychological evasion. I therefore 
believe that if such a patient is admitted to 
the hospital, it should be on the medical ser- 
vice. In that way, one does not get into the 
trap of having to prove the psychological! 
origin of symptoms and then treat it. 

The question has been often raised 
whether a patient who has physical disease 
should be accepted for psychological treat- 
ment. Medicine ought to be held responsi- 
ble here. I believe psychiatry has been held 
back in its authentic field of treatment 
method because it has been so busy trying 
to be competent in another specialty. It is 
possible that psychiatrists cling to medical 
competence because they have no belief in 
other kinds of therapy. 

It Seems to me that the best design for an 
in-patient service, then, would be a diag- 
nostic service, shared by medicine, in which 
the serious problem of psychiatry would be 
to work out treatment methods for the psy- 
choses. In connection with this work, I am 
certain that much largely physical research 
can go on. However, in view of the fact that 
shock treatments, freezing treatment, etc., 
have not yielded much better figures than 
Rush’s tranquilizer of the 1700’s, and that 
all the millions that have been poured into 
biochemical and physiological study of every 
organ system have yielded no key to the 
major psychoses, I believe it is only fair to 
do some research on psychological treatment 
method. Obviously, one cannot work with a 
disturbed patient who cannot relate to any- 
one; but what of those who improve under 
shock or spontaneously; how about a plan 
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for meeting their needs in returning to 
human relationship? Perhaps working on 
this will yield no better figures, but except 
for a few psychoanalyses, which are ad- 
mittedly impractical from a time and money 
standpoint, no trained person has ever 
worked systematically at a plan for therapy 
that has a sound basis, a beginning and an 
end. At least, if he has; his work is not in 
the literature. 

The great fallacy of medicine today is that 
psychotherapy is so simple that anyone can 
do it. I am astounded when I hear medical 
men discussing how they advise patients to 
divorce, to have affairs, to have more inter- 
course, and to place their children in some- 
body else’s care. 

I have to admit that psychiatry, in trying 
to make a case for itself and its service, has 
increased the contempt which doctors have 
of the inviolability of human individuality. 
They take responsibility for deciding things 
that any man, in order to be a man, must 
decide for himself. This kind of responsi- 
bility for social living cannot be a part of 
democratic process”); it has in it the sick- 
ness of fascism—the system whereby a 
chosen few supermen decide the destinies 
of the worms beneath them in the name of 
kindness. 

How can one teach physicians the respon- 
sibilities of a therapeutic relation in simple 
human terms? Here, too, experience in child 
guidance work helps. As a contrast to the 
‘“Jecture-demonstration-and-turn-the-student- 
loose - with-a-patient-and-let-him - flounder - 
system’”’, I conceive of a system based on a 
discussion of individual living psychology in 
the sophomore year, followed by a super- 
vised clinic experience in which the students 
see patients by appointment and carry a case 
through to some kind of an ending. The in- 
structor would then go over with the stu- 
dent in conference the structure and mean- 
ing of the interview he has had, so that he 
may see his part in it. In this way, learning 
for the physician is a real human experience. 
He may not go into psychiatry, but wher- 
ever he goes, he carries an increased respect 
for patients and for the difficulty of helping 
them to get what they want, as opposed to 
his own ideas of what might be good for 
them. Child guidance clinics have realized 
that the personal psychology of the therapist 
and motivations springing from that enter 
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much more into dealing with children than 
the average physician is willing to admit. 

With reference to teaching diagnosis with 
the psychoses, I would hold to a minimum 
that old popular side show of psychiatry, 
the demonstration of a freak to an amphi- 
treatre full of students. There is little learn- 
ing, but much entertainment value there. 

In any teaching program the problem al- 
ways arises about ward consultations and 
studies in psychosomatics. Actually most of 
the triumphs that psychiatry has had in 
selling consultation service to medical and 
surgical services have been hollow. A re- 
quest for consultation all too often is the 
way the internists and surgeons have of 
getting rid of responsibility. I have found 
that most medical house officers have little 
doubt as to the diagnosis when consultation 
is asked ;-it is merely that they do not know 
what to do and would rather let somebody 
else have the responsibility. Because of this 
it seems to me that a psychiatric liaison 
officer should be placed on the other services 
for diagnosis, and that consultations from 
the department of psychiatry had better be 
with the house officers concerned than with 
the patient. In this way the house staff can 
get psychological help for their patients— 
a far more difficult problem than diagnosis. 
The Commonwealth Fund has recognized 
this plan in giving special fellowships to 
pediatricians and medical men to gain ex- 
perience in psychiatry and then take it back 
into their departments. 

Why should a child guidance clinic have 
any part in the program of a teaching de- 
partment? There are several reasons. In the 
first place, to centralize the teaching around 
in-patient care of psychotics means emphasis 
on the diagnostic-judicial function of psy- 
chiatry and discourages people from coming 
for help with their living problems. Next, 
the economic aspect of care for the psychoses 
is so great that it tends to overshadow the 
equally great or greater need for other kinds 
of services. Having a child guidance and 
out-patient department as important as the 
in-patient department to start with, or even 
more important, tends to get better care for 
more patients. Moreover, in the child guid- 
ance clinic there is a lesson for getting along 
with social workers. Child guidance was the 
first field in which any real distinction was 
made between social case work and thera- 
py’, For the most part, psychiatrists treat 
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social workers as glorified orderlies to carry 
out the will of the physician. Because child 
guidance is not only child psychiatry, but 
also a social agency for child welfare, a clinic 
is the best place to thrash out the pro’s and 
con’s of cooperative work. Beyond this, hav- 
ing a child guidance clinic as a part of a 
community helping program always makes 
the patient’s welfare come first. In this way, 
doctors in the making are taught the im- 
portance of service to the patient rather than 
to research and the physician. 

The question of neurology is more com- 
plicated. This specialty got into psychiatry 
because of the isolationist position” that the 
Kirkbride group took toward the “just 
nervous” person. The neurologist simply 
rationalized living difficulty by calling it 
“just tired nerves.” Out of this came the 
fashion of calling the neurotic personality 
an illness. The philosophy of blaming dis- 
turbing behavior, for which the individual 
is responsible, upon illness, which comes 
from outside through no doing of the in- 
dividual, is a backward step in treatment. 
It was adopted because doctors tried to con- 
vert behavior into something medical that 
they could work with. In order not to be 
moralistic to the neurotic, the physician be- 
lieved that he must first conceive of the diffi- 
culty as something the patient was not re- 
sponsible for. With this concept, there is 
literally no way that that patient through 
the physician’s help can become the master 
of his fate and the captain of his soul. 

Beyond this, neurology remains too much 
a part of psychiatry just because man is too 
complicated to understand. If one did not 
have to understand him, but could just 
change circuit X in the brain and straighten 
him out, it would be much easier. The ever 
recurring use of brain coring operations is 
the expression of this wish. Apparently the 
Egyptians were caught in the same dilemma. 


Summary 


I believe that experience in the child guid- 
ance field has given us a precedent that will 
be useful in reorganizing our concept of 
what psychiatry should do and how it is best 
taught. Above all, I think the conclusion of 
the child psychiatrists that all services 
should grow out concentrically from a focus 
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of skill in direct personal therapy is a sound 
one; and that wherever psychiatry has taken 
on jobs which work against the fulfilling of 
that function, steps should be taken to 
change the program. And if this cooperative 
task with society and the medical healing 
arts is to be done most efficiently and useful- 
ly, a constant check must be made to see: 
(1) that we are doing our own job as skill- 
fully as we are able; (2) that the new fields 
we are asked to take on can legitimately be 
entered; and (3) that there is still reason 
for some of the old services to be continued. 





VINETHENE ANESTHESIA 


MARVIN L. SLATE, M. D. 
HIGH POINT 


This paper is based upon the statistics 
gathered during four years’ experience with 
the use of vinethene anesthesia in operative 
procedures ranging from myringotomy to 
mastoidectomy and appendectomy, and in- 
cluding 100 tonsillectomies and adenoidecto- 
mies"). 


Physical Properties and Pharmacology 


Vinethene consists of about 96.5 per cent 
of pure vinyl ether, about 3.5 per cent of 
absolute alcohol, and about 0.1 per cent of 
an oxidation inhibitor. The alcohol is added 
to prevent freezing of moisture on masks or 
in gas machines due to the low temperature 
induced by the high volatility of vinyl] ether; 
and the oxidation inhibitor is introduced to 
offset rapid decomposition on exposure to 
light and air. 

Vinethene is a clear liquid dispensed in 
brown bottles. It has a characteristic odor, 
a low boiling point (82 to 87F.), and it 
decomposes when exposed to light or air. 
It should be kept in tightly stoppered bottles 
and stored in a cool, dark place. If properly 
stored in unopened bottles, it will keep with- 
out deterioration for at least two years. The 
expiration date is printed on the label of 
each bottle. Since exposure to air may in- 
duce decomposition, vinethene should not be 
used for anesthesia after the container has 
been opened for more than twenty-four 
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hours, unless the bottle is securely stoppered 
and kept in an ice box. 

The preparation and the properties of 
pure vinethene (divinyl ether) were de- 
scribed by Ruigh and Major. Leake, Knoefel 
and Guedel studied its anesthetic properties 
in animals, and Gelfan and Bell began the 
study in human beings. A careful study of 
its physiological, pathological and clinical 
aspects was made by Goldschmidt, Ravdin 
and Lucke, and a most thorough investiga- 
tion of its action on the liver was carried 
out by Bourne and others. These studies and 
trials indicated that vinethene undoubtedly 
had a place in the field of anesthesia. Its 
anesthetic potency is about four times that 
of ethyl ether and slightly greater than that 
of chloroform. It has about the same ex- 
plosive hazards as ethyl] ether. 


Subjects and Procedure 


The patients to whom I have administered 
vinethene anesthesia ranged from 19 months 
to 16 years of age. More than 66 per cent 
were between 4 and 8 years of age. The pre- 
operative condition of these patients was 
satisfactory. The majority were in very 
good health, although a small number 
showed evidence of malnutrition. 


Premedication 


The following table shows the type and 
amount of medication used. This was de- 
termined by the age and the general nutri- 
tional state of the patient. As with any gen- 
eral anesthetic, atropine should be used in 
all cases to prevent excessive salivation. 


Age Atropine Seconal Morphine 
{ee 1/400 grain 
7 aman 1/300 grain 
4 years............ 1/200 grain % grain 
4% years........ 1/200 grain % grain 
5-6 years........ 1/150 grain % grain 
7-11 years...... 1/150 grain 1% grain 
12-13 years....1/150 grain 1% grain 1/8 grain 
14-16 years.... 1/150 grain 1% grain 1/6 grain 


It was found to be unnecessary and inad- 
visable to give pre-medication to those pa- 
tients who were to be ambulatory immedi- 
ately after operation. 


Administration 


The anesthetic was administered by the 
open drop technique, using twelve to four- 
teen layers of gauze, approximately 8 by 8 
inches, placed over the face in such a man- 
ner that the area of gauze upon which the 
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anesthetic was dropped did not come in di- 
rect contact with the skin or mucous mem- 
brane. Although caution is given against 
causing a burn or facial irritation, this ac- 
cident did not occur in our series. The use 
of a wire ether mask of the Yankauer type 
is suitable in older children, and I used it 
where vinethene was employed as the in- 
duction agent preceding ether anesthesia. 
The eyes were protected with liquid abolene 
or mineral oil. The dropper tip was held 
close to the mask to prevent loss by evapora- 
tion in the air. The rate of administration 
was slow; only four or five drops were given 
during the first few breaths, in order to 
prevent the sense of strangling or suffocation. 
The amount was gradually increased as the 
stage of unconsciousness approached. The 
patient, if old enough, was advised to count 
aloud. Consciousness was lost within thirty 
to sixty seconds, and usually there was no 
excitement manifested, except in patients 
under 4 years of age, who usually cried until 
going to sleep. The average time required 
to produce surgical anesthesia was four and 
a half minutes. The stage of surgical anes- 
thesia is recognized by the regular respira- 
tion of the patient and relaxation of the 
skeletal muscles. The eyelids remain open 
and the eyeballs are active in the first stage. 
In the third stage the lids relax, the eyebal] 
is fixed, and the pupil usually dilates as in 
deep ethyl ether anesthesia. It requires from 
sixty to ninety drops per minute to main- 
tain surgical anesthesia. An average of 100 
cc. of -vinethene is used per hour. 

When intercostal activity is abolished, the 
patient is in the fourth stage of surgical 
anesthesia. This stage should be avoided. 
Should respiratory arrest occur, remove the 
mask or gauze and anesthetic agent, be sure 
of an open airway, immediately institute 
artificial respiration and administer oxygen. 

Vinethene may be administered in a closed 
gas machine with oxygen, although I have 
not given it in this manner. 

The amount of vinethene required for a 
tonsillectomy varies from 15 cc. to 50 ec., 
depending upon the amount of bleeding, the 
condition of the tonsils, and the amount of 
previous sedation. The average amount used 
was 26 cc. per patient. Where more than 
two patients are to be operated upon in 
sequence, it is more economical to start out 
with a 50 cc. bottle and supplement it with 
a smaller bottle. Vinethene is put up in 


bottles of 10, 25, 50, and 75 cc. 
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The average operating time per patient 
was eleven minutes. No patient was removed 
from the operating table until all bleeding 
had been checked. 

No complications were encountered in this 
series. One patient, aged 2 years, did stop 
breathing temporarily and became cyanotic 
after the operation was started. I believe 
that this temporary cessation of respiration 
was due to opening the mouth too wide and 
to too much flexion of the head. The child re- 
sponded well to artificial respiration and 
oxygen. 

Recovery was rapid in all cases, and was 
marked by no untoward symptoms. Nausea 
and vomiting were conspicuously absent. 
This to my mind is one of the greatest ad- 
vantages of this anesthetic. The absence of 
any excessive sweating is also a_ salient 
point. 


Vinethene as an Induction Agent 


Vinethene has been employed as an induc- 
tion agent in all of the mastoid cases, regard- 
less of age, except in three patients, aged 2 
months, 8 months, and 8 years, in whom it 
was the sole anesthetic used. I have also 
used it routinely during the past year before 
ether anesthesia in general surgery. Vine- 
thene has been a very satisfactory induction 
agent, because of the simplicity of adminis- 
tration and the smoothness and rapidity 
with which a state of anesthesia is produced. 
It is of particular advantage when a’ gas- 
oxygen induction agent is not available. 

The premedication I used varied accord- 
ing to the ages of the patients. A barbitu- 
rate, alone or in combination with atropine 
and morphine, was given the night before 
and the morning of operation. There was no 
excitement attributed to the anesthetic, and 
only one case of nausea and vomiting, which 
occurred after ether was started. No cyan- 
osis was observed. 


Postoperative Course 


The hospital attendants and the surgeons 
in charge stated that nausea and vomiting 
occurred less frequently, that the reaction 
time from the anesthetic was much shorter, 
and that postoperative gas pains and disten- 
tion of the bowels were much less trouble- 
some than with straight ether anesthesia. 
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Clinical Observations 


1. Vinethene anesthesia has a brief in- 
duction period. 
2. There is definitely less respiratory 


tract infection or irritation following tonsil- 


lectomies and adenoidectomies than with 
ethyl ether. Vinethene anesthesia is not ade- 
quate for tonsillectomies in adults. The pa- 
tients react too quickly and the pharyngeal 
reflexes are too active. 

3. The excitement period is negligible. 

4. There was marked reduction in the 
number of cases of postoperative nausea 
and vomiting. 

.5. With the occasional exception of an 
adult, the patient has a pleasant mental re- 
action. 

6. No postoperative complication could be 
traced to the anesthetic. 

7. There is an absence of sweating. 

8. There is a rapid return to conscious- 
ness. 

9. Less time is required for postoperative 
care. Ten to fifteen minutes is an adequate 
time for the nurse to remain in attendance. 

10. The anesthesia is smooth. 

11. There is less mental torpor on the 
part of the anesthetist as a result of inhaling 
the fumes than with ethy] ether. 

12. Administration is convenient. 

13. There is less bleeding during opera- 
tion. 

14. There is less bleeding during the win- 
ter months than in the summer. 

15. The greater the pre-anesthetic seda- 
tion, the more tendency there is for pro- 
longed bleeding. 

16. There was no evidence of any skin or 
mucous membrane irritation with the use of 
gauze instead of a mask, and without the use 
of a face cream. 


Summary 


I have used vinethene as an anesthetic in 
100 consecutive tonsillectomies and adenoid- 
ectomies and as an induction agent prelimi- 
nary to ether in perhaps an additional 100 
cases, and have had four years’ experience 
with this agent in short cases seen in the 
office and home. I feel that vinethene is un- 
excelled as a general anesthetic agent for 
office and outpatient or home practice. 


Abstract of Discussion 


Dr. George T. Wood (High Point): It has been 
a pleasure to hear Dr. Slate’s paper. My interest 
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in vinethene anesthesia is in its use as an induc- 
tion agent preceding ethyl ether anesthesia. One of 
the advantages I have noticed with its use is the 
rapidity of induction following the usual preopera- 
tive sedation without the excitement usually seen 
in the second stage under ether. The postoperative 
period is much smoother. We feed these patients 
earlier than we have been feeding the ether patient, 
often giving them semi-solid food during the first 
eighteen hours. Postoperative nausea and disten- 
tion is much less noticeable. The perspiration loss 
has been decreased. 

The relatively slight explosive hazard of vinethene 
is important. 

I would add one warning about vinethene anes- 
thetic. In one adult who was being given straight 
vinethene anesthesia for a minor procedure, there 
were a couple of moments when the patient had 
anoxic cyanosis. The rapidity with which this 
anesthetic acts calls for very close attention on the 
part of the anesthetist. Anything that can take a 
patient from consciousness to unconsciousness in- 
side of two or three minutes has as much capacity 
for harm as it has for good. 

Dr. L. A. Crowell (Lincolnton): I should like to 
emphasize the point that Dr. Wood made regarding 
the necessity for caution in the use of vinethene 
because of its rapid induction period. As he pointed 
out, any anesthetic agent which has a rapid induc- 
tion period has a correspondingly narrow margin 
of safety. Those who are in the habit of giving 
ether anesthesia do not expect patients to be com- 
pletely anesthetized for a period of six to ten 
minvtes. 

Dr. R. L. Wall (Winston-Salem): I enjoyed Dr. 
Slate’s paper very much. I have been interested 
in anesthetics for the last twenty-five years, and 
have seen many of them come and some of them 
go. I think they all have their place and should 
be used when and where indicated. The problem 
today is to select the right anesthetic for the right 
patient. I don’t believe any surgeon who uses any 
one anesthetic routinely gives all his patients the 
proper anesthetic. The anesthetist should work in 
clese cooperation with the surgeon. 

Vinethene has its distinct place. It is very much 
like the gaseous anesthetics, and can be used with- 
out a gas machine. I don’t see that it has any 
advantage at all over the gaseous anesthetics if a 
gas machine is available. When you are called to 
a home to open an ear drum or perform some minor 
operation, you can carry a bottle in your pocket. 
As Dr. Slate stated, there is very little nausea and 
vomiting with it. I think it also has a place in 
tonsillectomies in children. I think it should be 
given only by an experienced anesthetist, because 
of the rapidity of its action. 

Dr. Slate: I believe this newer type of anesthetic 
is definitely indicated in short surgical operations. 
We are using it particularly in tonsillectomies and 
adenoidectomies. 





The draft itself can be made a contributory pub- 
lic health measure. If the army and the navy will 
assemble none but tuberculosis-free forces two ob- 
jectives will be served. The first of these is an 
army of effectives instead of potential invalids; the 
second is the preventive medical value of discover- 
ing in two million recruits perhaps a hundred 
thousand young men with real or suspected tuber- 
culosis needing attention. In the case of her army 
Canada has actually achieved the first objective. 
The United States cannot do less.—Kendall Emer- 
son, M.D. 


CONTRACEPTION—HIGHSMITH 85 


- 


THE MECHANICS OF CONTRACEPTION 
W. C. HIGHSMITH, M. D. 
FAYETTEVILLE 


A full knowledge of the mechanics of con- 
traception is increasingly recognized as an 
integral part of medical practice. While the 
application is definitely linked with the spe- 
cialty of obstetrics and gynecology, it is im- 
portant in every branch of medicine, especi- 
ally in the general practice of medicine and 
surgery. 

This paper is for the general practitioner 
whose training in contraception or birth con- 
trol was limited or non-existent in his medi- 
cal school days and whose opportunities for 
subsequent clinical training have been un- 
satisfactory. 

Contraceptive methods are: (1) dia- 
phragms, cervical caps, ete., and jelly; (2) 
jellies and suppositories; (3) jellies with 
condom; (4) foam-sponge; (5) douche; (6) 
withdrawal; (7) surgical sterilization with- 
out unsexing; (8) abstinence; (9) coitus 
reservatus, prolonged intercourse, orgasm 
for the woman, none for the man; (10) use 
of the safe period (generally speaking the 
week preceding the menstrual period). 

It is incumbent upon the general practi- 
tioner to familiarize himself with all contra- 
ceptive méthods, for it is he who sees all 
classes and colors, the bride and groom, and 
the couple before marriage. The premarital 
examination now required in this state 
should help disseminate sound sex instruc- 
tion, and help eliminate “drug store birth 
control.” By this I mean the diaphragm and 
jelly available at about all drug stores—the 
diaphragm that is supposed to be a universal 
fit, but proves in the majority of cases a 
failure, because the woman frequently has 
not the slightest knowledge of her genital 
anatomy and has, of course, been denied the 
required fitting. Many of these young brides 
using the drug-store-bought diaphragm and 
jelly become pregnant because they are ig- 
norant of the correct placing. This creates a 
psychological barrier against the fitted dia- 
phragm. The woman has no faith in it, and 
if often requires much patience and skill on 

Read before the Section on the General Practice of Medicine 
and Surgery, Medical Society of the State of North Carolina, 
Pinehurst, May 21, 1941. 

A film demonstrating the fitting of the various types of 


vaginal and cervical diaphragms was shown with this paper. 
This film was furnished by the American Birth Control League. 
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the part of the doctor who may fit her later 
to overcome this barrier. 

The condom or sheath is the simplest and 
most generally and readily available method. 
Properly used, especially with a jelly, it con- 
stitutes as efficient a method as any. When 
the bride is not yet fitted with a diaphragm 
this is the method of choice. It is not for the 
selfish man or for the careless one. When 
the placing of the condom interferes with 
the love play by defect or defeat of erection, 
it is often advisable for the woman to make 
the placement as a sign of readiness. 

Withdrawal of the penis just before ejacu- 
lation is a method as old as history itself 
and one that is employed the world over. 
There are arguments pro and con relative to 
the possible injurious effects. In my ex- 
perience I have found ‘it to be, in most cases, 
mutually unsatisfactory. 

Contraceptive advice is given for the fol- 
lowing purposes: (1) to allow spacing of 
children; (2) to preserve the health and well 
being of the mother; (3) to promote the 
health and proper rearing of the children; 
(4) to prevent illness; (5) to prevent trans- 
mission of hereditable disorders of certain 
degrees; (6) to prevent conception during 
the active stages of certain diseases; (7) to 
keep from aggravating chronic disorders. 

In each case where a diaphragm is to be 
fitted, the physician takes the history, the 
bladder is emptied, and the vagina is ex- 
amined bimanually and with the speculum. 
The physician then measures the vagina, 
estimates the size required, and inserts the 
diaphragm. The woman examines the dia- 
phragm in place, removes and replaces it, 
learning the feel of the covered cervix. She 
is instructed to return in one week, during 
which time she practices placing the dia- 
phragm. 

Acceptance of any given method will, of 
course, vary with such factors as native in- 
telligence, education, religion, emotional ad- 
justment to sex, and genital anatomy. When 
a given method is accepted, it is up to the 
physician to give proper instruction. Dis- 
cussing contraception with a woman often 
presents an opening through which the sex 
life is revealed, and if a maladjustment is 
present the physician should strive to cor- 
rect it. 

In conclusion, I wish to quote J. Whitridge 
Williams, one time professor of obstetrics at 
Johns Hopkins University: ‘Where should 
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we stand as medical men? To my mind there 
can be only one answer—We must give con- 
traceptive advice whenever it is medically 
indicated. It is just as much our duty to 
give such advice as it is to advocate the em- 
ployment of any other prophylactic measure. 
We must advise the multiparous woman 
suffering from chronic nephritis not to be- 
come pregnant, and the same applies to tu- 
berculosis and serious heart disease. Con- 
sequently, if we feel that such advice is 
necessary we must give directions as to how 
it can be made effective, for if we do one 
without the other we are failing in our duty 
as physicians. Similar advice is indicated 
when we see a patient steadily going down 
hill as the result of pregnancies recurring at 
too short intervals, as well as in certain 
neurotic and maladjusted women whose en- 
tire life is disturbed by a constant dread of 
pregnancy.” 

A good manual by Dickinson and Morris 
on the technique of contraception can be had 
by writing Williams and Wilkins in Balti- 
more. Any of the recognized manufacturers 
of contraceptive devices will be glad to fur- 
nish you with a model. It is not necessary 
to go to-a clinic to learn the mechanics of 


contraception. 





Alkaline Medication in Bleeding Ulcers.—I doubt 
the necessity of alkaline medication in bleeding 
ulcers and suspect that often it is a factor in the 
disturbed chemical condition of the patient. Our 
patients have seemed to do equally well without 
any such medication.—T. Grier Miller: The Man- 
agement of the Complications of Peptic Ulcer, New 
England J. Med. 224:403 (March 6) 1941. 





Concentrated Liver Extract Now Offered 
by Squibb 

Rounding out their line of hematinics, which is 
now virtually complete for most medical purposes, 
E. R. Squibb & Sons, New York, have announced 
the availability of Concentrated Liver Extract. The 
new item is a sterile, aqueous, highly concentrated 
solution obtained from edible liver, preserved with 
0.5 per cent phenol. 

Concentrated Liver Extract Squibb offers the ad- 
vantages of being low in total solids and excep- 
tionally clear and light-colored. It contains 15 units 
(injectable) per 1 cc., standardized on the basis of 
the hematopoietic response in Addisonian pernicious 
anemia as defined by the U. S. P. Anti-Anemia 
Preparations Advisory Board. 

Concentrated Liver Extract Squibb is given by 
deep intramuscular injection, usually into the deltoid 
muscle. In treating pernicious anemia, 15 units 
(1 ec.) are given daily for two days, followed in 
about 10 days by 15 units weekly until the blood 
picture is within normal limits. The average main- 
tenance dose is 15 units every one to four weeks. 

The new Squibb product is supplied in 1-ce. vials 
containing 15 units (injectable) in boxes of 3 am- 
puls; and 5-ce. vials, containing 15 units (inject- 
able) per 1 ce. 
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SULFONAMIDES IN SURGERY: A 
REVIEW OF THE LITERATURE 


ARTHUR DETALMA VALK, M. D. 
WINSTON-SALEM 


While sulfanilamide was synthesized and 
utilized in the dye industry in Germany in 
1908, it was not until 1932 that prontosil was 
produced. In 1935 its merits, and those of 
the more soluble neoprontosil, were an- 
nounced to the world. About this time 
French investigators claimed that the pron- 
tosils were reduced in the body to liberate 
free sulfanilamide, and they demonstrated 
the anti-bacterial effect of this product. 

In 1936 Long and Bliss” announced their 
findings and expressed the view that the 
drug acted directly on the micro-organism, 
producing bacteriostasis. Many theories have 
been offered as to the mode of action of 
sulfonamide compounds, but the one gener- 
ally accepted for sulfanilamide assumes that 
para-amino benzoic acid is displaced by the 
drug’. 

Para-amino benzoic acid is probably pro- 
duced by the bacterial cell and is essential 
for the growth of the organism (the strepto- 
coccus in Woods’s experiments). This acid 
in chemical structure resembles sulfanila- 
mide, and it is assumed that its displacement 
by this compound inhibits the growth of the 
micro-organism. Woods has shown that 
when para-amino benzoic acid is present in 
adequate concentration it will inhibit the 
bacteriostatic activity of sulfanilamide. This 
finding could readily account for the fact 
that where an abscess has developed, sulfan- 
ilamide has littie effect. 

During the past five or six years several 
thousand sulfonamide compounds have been 
synthesized, six of which have been accepted 
and are available to the profession at pres- 
ent. These are: (1) sulfanilamide, (2) sulfa- 
pyridine, (3) sulfathiazole, (4) sulfaguani- 
dine, (5) sulfadiazine, and (6) sulfacete- 
mide. Another recently developed compound, 
sulfasuxidine, has been suggested as a sub- 

Read before the Journal Club, Bowman Gray School of 
Medicine of Wake Forest College, December 15, 1941. 

1. Long, P. H. and Bliss, E, A.: Para-Amino-Benzene-Sul- 
fonamide and Its Derivatives; Experimental and Clinical 
Observations on Their Use in the Treatment of Beta- 
Hemolytic Streptococcic Infection, J. A. M. A. 108:32 
(January 2) 1937. 
Woods, D. D.: Relation of P-Aminobenzoic 


chanism of Action of Sulphanilamide, Brit. 
Path. 21:74 (April) 1940, 
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stitute for sulfaguanidine, but has not yet 
been accepted. 

While practically all men who have had 
liberal experience with the use of sulfona- 
mides in surgery agree that these drugs are 
all valuable agents, there is still divergent 
opinion as to their relative merits. 

Up to the present time, sulfanilamide has 
been used more extensively than any of the 
other compounds, although sulfathiazole and, 
lately, sulfadiazine are being given more 
consideration. 

It is generally recognized that all of the 
sulfonamides are potentially dangerous, and 
that they interfere not only with the metab- 
olism of the bacterial cells, but also with the 
cellular metabolism of the host. Individual 
susceptibility plays an important part, and 
it is often found that a patient who is 
hypersensitive to one of the drugs tolerates 
another without difficulty. These drugs are 
more readily absorbed by some patients than 
by others, and absorption may vary from 
day to day in the same individual. Their 
effectiveness is further influenced by the 
portion of the drug that is acetylated, by its 
solubility, and by the rate of excretion. For 
this reason it is essential that the blood con- 
centration be determined frequently. It is 
generally accepted that the ratio of conju- 
gated and free forms is 2 to 1. 

Bacteriologic data are necessary for in- 
telligent use of these drugs, for the different 
compounds have a considerable degree of 
specific action against the various species of 
micro-organisms, although they all appar- 
ently have some bacteriostatic action against 
several species. 

In general, sulfanilamide is more fre- 
quently used in streptococcal infections, sul- 
fathiazole and sulfadiazine in staphylococcal 
infections, and sulfaguanidine and sulfasuxi- 
dine as intestinal antiseptics. Sulfaguani- 
dine and sulfasuxidine are given orally. The 
other compounds may be given orally, by 
rectum, by hypodermoclysis, or intravenous- 
ly in the form of sodium salt in a 5 per cent 
solution. 

In surgery, it has been fairly well estab- 
lished that there are distinct advantages in 
the local implantation of the compound di- 
rectly in the tissues. So far clinical experi- 
ence has been limited to sulfanilamide and 
sulfathiazole. Sulfanilamide has been more 
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favorably considered, because it is less irri- 
tating to the tissues. 

In certain surgical procedures, such as 
gastric resection, intestinal anastomosis, or 
abdominal-perineal resection of the rectum, 
in which there is a possibility of infection, 
the local use of sulfanilamide is a valuable 
prophylactic measure. The compound is used 
not only over the immediate operative field, 
but in the abdominal wound as well. From 
the Mayo Clinic” comes the suggestion that 
such wounds be irrigated with an .8 per 
cent solution of sulfanilamide. The authors 
state that the local use of the drug is of 
greater value in prevention of infection than 
in treatment of infections already estab- 
lished. 

Ravdin’ was among the first to report 
the favorable influence of sulfanilamide in 
the treatment of peritonitis associated with 
appendicitis. He cited 552 cases in which 
the drug was not used, with a mortality of 
1.5 per cent, and 257 cases in which the drug 
was used, with a .4 per cent mortality. 

Sulfanilamide was not used intraperito- 
neally in these cases, but an .8 per cent solu- 
tion in normal saline was given by hypo- 
dermoclysis. Eight grams were given the 
first day in three doses at eight-hour in- 
tervals, and the dose was decreased 1 Gm. 
daily. This treatment was usually stopped 
by the fifth to the seventh day. No unfavor- 
able reaction was noted. 

Reports from the Roosevelt Hospital’ on 
the intra-abdominal application of sulfanila- 
mide are most interesting. Two series of 
cases of acute appendicitis were reported: 
one consisting of 741 cases in which the drug 
was not used, with a mortality rate of 2.7 
per cent; and the other a series of 204 cases 
treated with sulfanilamide, with no deaths. 
In the first series there were 59 cases with 
abscesses, with a mortality of 6 per cent, and 
100 cases of peritonitis, with a death rate of 
11 per cent. In the second series there were 
21 abscesses and 31 cases of peritonitis with 
no deaths. 

Two thirds of the total amount of the drug 
was implanted in the peritoneal cavity, and 
3. Herrell, W. E. and Brown, A. E.: Local Use of Sulfa- 


mido Compounds in the Treatment of Infected Wounds, 
Proc. Staff Meet., Mayo Clin. 15:611 (September 25) 1940, 


t. Ravdin, I. S.; Rhoads, J. E., and Lockwood, J, S.: Use 
of Sulfanilamide in the Treatment of Peritonitis Associ- 
ated With Appendicitis, Ann. Surg. 111:53 (January) 
1940, 

5. Thompson, James E.; Brabson, John A.; and Walker, J. 
M.: The Intra-Abdominal Application of Sulfanilamide in 


Acute Appendicitis, Surg., Gynec. and Obst. 72:722 (April) 
1941. 
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one third in the abdominal wound. About 
175 mg. of sulfanilamide per kilogram of 
body weight was used. The average peak of 
concentration in the blood was reached in 
about fourteen hours, and was about 6.9 mg. 
per 100 ce. The part applied directly to the 
tissues provides a much higher concentra- 
tion of the drug in a relatively small area, 
and the absorption is quite rapid, with a cor- 
respondingly rapid rise in blood concentra- 
tion. The blood concentration will drop quite 
as rapidly unless a fair amount of the drug 
is placed in the wound. Absorption in the 
wound is slower and tends to maintain a 
prolenged high level of blood concentration 
as well as a very high local concentration. 
It has been demonstrated that within a few 
millimeters from the wound edge the tissue 
concentration may be as high as 400-500 mg. 
per 100 ce. of fluid. The use of the com- 
pound postoperatively should be continued, 
either orally or parenterally, as long as 
needed. 

Where there is considerable exudate sub- 
stances are present that inhibit the anti- 
bacterial action of the drug, and where 
drainage is instituted there is necessarily 
some loss of the compound. Under such con- 
ditions a larger amount of the drug might be 
used. 

In infections of the biliary tract, caution 
must be exercised in the use of sulfonamides, 
because of their toxic effect upon the liver, 
which may already be damaged. However, 
Cleveland states that “derivatives of sul- 
fanilamide are not contraindicated in the 
presence of obstructive jaundice when some 
infection for which sulfanilamide is indi- 
cated is present.” Dr. T. T. Frost, Patholo- 
gist of the City Memorial Hospital, Winston- 
Salem, has ‘recently reported two deaths 
from necrosis of the liver and nephrosis of 
the kidneys—one due to sulfanilamide and 
the other to sulfathiazole. 

A very interesting report by Diveley” de- 
scribes the use of sulfathiazole in the treat- 
ment of infections of the bones and soft 
tissues by preoperative systemic administra- 
tion and local implantation at operation. Of 
particular interest was the comparison of 
blood concentrations obtained by intrave- 
nous administration of the drug to those ob- 


6. Cleveland, W. H.: Sulfanilamide Therapy in the Presence 
of Severe Injury to the Liver and Jaundice, Proc. Staff 
Meet, Mayo Clin, 14:680 (October 25) 1939. 

7. Diveley, R. L. and Harrington, P. R.: Chemotherapy in 


Infections of the Bones and Soft Tissues, J. A. M. A. 
117:1868 (November 29) 1941. 
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tained when the drug was given orally. In- 
travenously, .06 Gm. of sodium sulfathiazole 
was given per kilogram of body weight, the 
average dose being 4.1 Gm. The average 
blood concentration after five minutes was 
47.5 mg. per 100 cc. of blood; after one hour 
it was 12.15 mg.; after two hours, 10.75 
mg.; and at the end of four hours, 5.25 mg. 
The average dose by mouth was 6.6 Gm., and 
the average blood concentration after an 
hour was 4.2 mg. per 100 cc.; after two 
hours, 4.1 mg.; after three hours, 5.9 mg.; 
and at the end of eight hours, 4.7 mg. In- 
travenous administration had no effect on 
temperature, pulse, or respiration. 

According to Long‘) sulfadiazine has a 
definite advantage over the other compounds 
in that a higher blood concentration in the 
free form is obtained with the same dosage, 
with no injury to the spleen, liver or kidney. 
He claims that sulfadiazine is-as effective 
as sulfathiazole in staphylococcus infections, 
and is quite equal to sulfanilamide in strep- 
tococcal infections, being particularly effect- 
ive in the hemolytic type. The toxic symp- 
toms with sulfadiazine are slight. 

The use of the sulfonamide derivatives in 
urology is quite general. They are admin- 
istered systemically, preoperatively and post- 
operatively, in most cases where infection 
exists, and are implanted locally at the time 
of operation. 

From the Urological Department of the 
Mayo Clinic”) Thompson and others report a 
case of anuria following the use of sulfadi- 
azine. The patient received from 4.9 to 5.8 
Gm. of the drug over a period of seven days. 
On the eighth day there was no urinary out- 
put. Following immediate irrigation of the 
renal pelves, at which time a considerable 
amount of crystallized sulfadiazine was en- 
countered along the course of the ureters, 
the urinary output rapidly rose to 2000 ce. 
on the next day. The first specimen of urine 
obtained contained 390 mg. of sulfadiazine 
per 100 cc., 200 mg. being of the conjugated 
form. The blood concentration of the drug 
on the seventh day was 11.4 mg. per 100 cc. 
This patient made an uneventful recovery. 
These authors emphasize the importance of 
maintaining sufficient urinary output while 


8. Long, P. H.; Bliss, E. A.;: and Ott, E.: Studies on 
Sulfadiazine, The Chemotherapy of Experimental Haemo- 


lytic Streptococcal, Pneumococcal, and Staphylococcal In- 
fections in Mice, Bull. Johns Hopkins Hosp. 69:297 (Oc- 
tober) 1941, 

9. Thompson, C. J.; Herrell, W. E.; and Brown, A. 


Anuria After Sulfadiazine Therapy, Proc, Staff, Meet. 
Mayo Clin, 16:609 (September) 1941, 


SULFONAMIDES IN SURGERY—VALK 89 


this drug is being administered, and think 
that the formation of crystals will occur as 
frequently with sulfadiazine as with sulfa- 
thiazole or sulfapyridine. 

In regard to sulfaguanidine, Firor”’ 
claims an impressive reduction in the num- 
ber of bacteria in the stools in some of his 
patients with the use of this drug, while in 
others the number of coliform organisms is 
unaltered. In those cases in which the drug 
is effective, the bacterial count may be re- 
duced from ten million to less than one 
thousand. This drug is given in 2 Gm. doses 
every four hours. It is more slowly and less 
completely absorbed from the gastro-intes- 
tinal tract than other sulfonamide com- 
pounds and there is a lower blood concen- 
tration. This is due primarily to the rapid 
elimination by the kidneys. In ulcerative 
carcitfomatous lesions the drug has little or 
no effect on the number of bacteria in the 
stools, and in the presence of obstructive 
lesions it is definitely contraindicated. Here 
the compound remains in the small intestine. 
It is readily absorbed and has a marked 
toxic effect. This drug should not be given 
to patients with renal impairment, and a 
daily urinary output of 1500 cc. or more 
should be maintained. 

Sulfasuxidine, a compound that has been 
more recently developed, promises to be of 
much greater value than sulfaguanidine, as 
it is far less toxic and much more constant 
in its action on coliform organisms. 

Both of these compounds should lessen the 
hazard of infection in intestinal surgery. 
They are given over a period of three or 
four days prior to operation, during which 
time stool cultures should be closely followed. 
The blood concentration is never high, and 
with sulfasuxidine it averages between 3 and 
4 mg. per 100 ce. 


Summary 


Sulfanilamide and its allied compounds 
are valuable adjuncts in surgery, and they 
have materially influenced the mortality as 
well as the morbidity in all fields of surgery. 
While the satisfactory results in chemo- 
therapy are emphasized, all reports in the 
literature continue to stress the potential 
dangers associated with the use of sulfona- 
mide compounds, and urge that caution be 
exercised in their administration. 


10, Firor, W. M. and Jonas, A, F,: Use of Sulfanilylguani- 
dine in Surgical Patients, Ann. Surg, 114:19 (July) 1941, 
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A SPLENDID RECORD 

The January number of The Health Bul- 
letin announced that after nineteen years as 
its editor, Dr. George M. Cooper has been 
“oranted a leave of absence for an inde- 
terminate period.” The reason given for this 
action is the increase in the other health ac- 
tivities for which he is responsible. 

During these nineteen years Dr. Cooper’s 
ability to think a problem through and to 
express his thoughts clearly has made The 
Health Bulletin one of the most widely read 
and widely quoted publications in its field. 
He has won and kept the confidence, the 
admiration and the affection of the doctors 
of North Carolina, whether in public health 
work or in private practice. We are glad 
that he is not to quit the State Health De- 


partment, in which he has done so much 
constructive work. It is appropriate, how- 


ever, to say to him as he lays down the 
editorial pen, “Well done, thou good and 
faithful servant.” 

To Dr. John H. Hamilton, who is now 
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acting editor of The Bulletin, the NORTH 
CAROLINA MEDICAL JOURNAL extends best 
wishes, and congratulations upon his maiden 
effort. 


* * * & 
SOLVING PROBLEMS 


In his excellent book, THE THERAPY OF 
THE NEUROSES AND PSYCHOSES, S. H. 
Kraines defines worry as “a state of anxiety 
about some particular problem’. He offers 
some advice about solving a problem—ad- 
vice so practical that, while intended for the 
neurotic individual, it is good enough for 
even the best balanced mind to follow. Four 
steps in reasoning out a problem are given. 
First, one “must train himself to state his 
problem clearly and definitely.” Second, 
“after the facts have been ascertained and 
weighed, an analysis should be made of the 
best possible solution. .. . The best solution 
available should then be followed with an 
understanding of its values and _ inade- 
quacies.” Third, “Resign one’s self to the 
difficulties of the ‘best solution’, until one 
can work out a better one. . . . Should the 
problem not require immediate solution, then 
one can continue to analyze it over a long 
period of time; but in such cases, continuous 
thought on the problem should be avoided, 
for continuous thought usually leads to a 
‘rut formation’, and the person overlooks 
possible answers because of an accustomed 
pattern of thinking. One should therefore 
consciously allow himself only a certain por- 
tion of time in which to examine the prob- 
lem, and at other times deliberately occupy 
himself with unrelated interests so that the 
problem may not intrude.” Finally, “Hav- 
ing determined his course of action,’ one 
must “proceed to carry it through, even if 
it is distasteful... . It is far better to carry 
out that which is planned than to drift aim- 
lessly in the sea of indecision.” 

These steps are all important, and follow 
in logical sequence. Perhaps the most im- 
portant advice of all, however, is the caution 
against forming a rut by constantly think- 
ing of the problem, instead of deliberately 
leaving it for long enough intervals to gain 
fresh viewpoints. This method of working 
out difficult problems is well worth trying, 
not only by patients, but by physicians and 
even by psychiatrists. 
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“SAYING A LOT AND ASSUMING A 
BIG RESPONSIBILITY” 

Dr. Bill MacNider has often called to task 
a student who made a wild guess with the 
remark: “You are saying a lot and assum- 
ing a big responsibility.”” This phrase ap- 
plies well to Dr. O. L. Murphy, of Simsbury, 
Connecticut, who in the Journal of the 
American Medical Association for January 
24 writes: “Kindly advise our local civil 
defense council as to generalized typhoid in- 
oculations among civilians. It is common 
knowledge that, throughout the South, ty- 
phoid fever is pandemic and primitive con- 
ditions exist. While it is true that all army 
men are inoculated against the typhoid 
group, is there any possibility of these men 
being carriers while on furlough at home 
here in the North? Does passive inoculation 
[immunization ?—Ed.] prevent carriers?” 

According to the latest edition of Web- 
ster’s UNABRIDGED DICTIONARY, pandemic 
means “affecting the majority of people in 
a country or a number of countries; every- 
where epidemic.” It is granted that in some 
parts of the South “primitive conditions 
exist”, just as they do in some parts of Con- 
necticut and every other state; but to charge 
that typhoid fever is pandemic throughout 
the South is, indeed, “saying a lot and as- 
suming a big responsibility.” 

The most cursory examination of the pub- 
lic health records should convince anyone 
who can think without perspiring that ty- 
phoid fever does not affect the majority of 
the population of the South. In North Caro- 
lina the younger generation of doctors are 
little better acquainted with typhoid fever 
than with yellow fever, for they rarely see 
a case. Dr. Murphy may be relieved to know 
that in the eight counties of North Carolina 
in which 250,000 soldiers maneuvered in Oc- 
tober and November there was not a single 
case of typhoid fever and only one typhoid 
carrier. The carrier was closely guarded by 
military police during the maneuvers. 

One of the greatest pleasures given the 
people of North Carolina during the period 
of maneuvers was that of entertaining in 
their homes numbers of the soldiers from 
Northern states. I trust that Dr. Murphy 
will talk to some of these young men per- 
sonally and learn from them that we who 
live in the South are people; that not all 
Southern homes are primitive; and that the 
average Southerner is really a rather decent 
sort of fellow. 
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INSTRUMENTS FOR DEFENSE 


A letter from Dr. R. G. Sowers of Sanford 
suggests that many doctors in North Caro- 
lina may have antiquated or worn out 
surgical instruments which would be valua- 
ble in the defense program. Although these 
instruments can no longer serve their origi- 
nal purpose of healing and conserving life, 
the steel they contain can be converted into 
efficient implements of death. Soon after 
this letter came, a newspaper article on the 
program for salvaging rubbish appeared, in 
which it was stated that metals of every 
kind are “topping the list of waste materials 
needed.”” This article warns, however, that 
nothing which can be used and would have 
to be replaced should be disposed of. Such 
articles “‘can serve the national interest bet- 
ter by being used for the purpose for which 
they were manufactured.” 

Officials of the salvage program recom- 
mend that citizens contribute their waste 
materials to the defense program through 
the junkman, either by selling them directly 
to him, or by giving them to charitable 
agencies which collect them and sell them 
to dealers. Among the agencies which per- 
form this function are the Goodwill Indus- 
tries, Salvation Army, Boy Scouts, Girl 
Scouts, American Legion, and Parent-Teach- 
er Associations. 

The nearly two thousand members of the 
Medical Society of the State of North Caro- 
lina could contribute a vast amount of the 
finest quality steel to national defense if each 
one would donate even one discarded and 
otherwise worthless instrument to this 
cause. 





The Ruling Principle of the Physician.—I\s 
my understanding sufficient for this or not? 
If it is sufficient, I use it for the work as an 
instrument given by the universal nature. 
But if it is not sufficient, then either I retire 
from the work and give way to him who is 
able to do it better, unless there be some 
reason why I ought not to do so; or I do it 
as well as [ can, taking to help me the man 
who with the aid of my ruling principle can 
do what is now fit and useful for the general 
good. For whatsoever either by myself or 
with another I can do, ought to be directed 
to this only, to that which is useful and well 
suited to society. — Meditations of Marcus 


Aurelius. 





DR. AUSTIN SPEAKS HIS MIND? 


Since Commodore Perry in 1853 brought 
back from the Orient three little carved 
monkeys, one with its eyes covered by its 
hands, one with its ears covered, and the 
third with its hands over its mouth, they 
have been symbolic of an idealistic type of 
individual who sees no evil, hears no evil 
and speaks no evil. But since “Jap” day, 
December 7, 1941, anyone of that type will 
be more apt to be classed as a dumbell who 
sees nothin’, hears nothin’ and says nothin’. 
I’ve tried for a month to use a pen filled with 
soft soap, so that I could put out a page of 
pusillanimous puerile platitudes placating 
present problems, but it hasn’t worked. No 
one has stated as yet that our boys were 
killed at Pearl Harbor by bombs made from 
the iron sold by United States junk dealers, 
or that our ships were sunk by planes driven 
by gasoline sold by United States oil com- 
panies, or that the Jap planes were made 
by machine tools sold by United States fac- 
tories, or that many of these factories were 
built with money loaned by United States 
bankers. Several years ago a friend of mine 
connected with a trust company in New 
York came back disappointed after six 
months in Japan, where he had gone to make 
a loan of two hundred million dollars. He 
was humiliated because they took only one 
hundred million and gave Germany and 
England each a chance to furnish half of 
the other hundred million. And our women 
folk have also had their part in this economic 
problem, for every pair of silk stockings 
worn by the wives, mothers, sisters and 
sweethearts of our soldiers gave ten pounds 
of scrap tron to Japan to build ships and 
munitions. 

The medical profession of this country 
will have to have its own Pearl Harbor be- 
fore it wakes up to the fact that politicians 
and their social service fifth columnists are 
ready and waiting for the chance to sabotage 
our profession. In the good old days when 


get-rich-quick promoters and fake _ stock 
salesmen took untold millions from doctors, 
the American Medical Association Directory 
was considered the greatest sucker list in 
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the country because doctors seemed too busy 
to read, to think or to investigate before they 
made investments. Just as illuminating have 
been three experiences at medical meetings 
recently. The first had thirteen members 
present out of the thirty-five in the society. 
During the business session a _ resolution 
passed by an adjoining county society was 
read which condemned the Abell resolution 
passed by the American Medical Association 
at their last session in Cleveland. This socie- 
ty then, without any discussion, voted to 
have their secretary draw up a similar set 
of resolutions and send them to the Ameri- 
can Medical Association. One of the mem- 
bers then asked for my interpretation of the 
Abell resolution. Instead, I asked, “How 
many of you have read the Abell resolu- 
tion?” Not a single member had read it or 
knew anything about it save what they had 
just heard. Then I asked, “What right have 
you to pass resolutions or condemn some- 
thing you know nothing about?” They im- 
mediately voted to rescind their previous ac- 
tion and appointed a committee to study the 
Abell resolution and make a report at the 
next meeting. Another society with seventy- 
five members had fifty present at their din- 
ner, but only twenty-five members stayed to 
hear the guest speaker explain the new Wel- 
fare Law. Seven adjoining counties had 
been invited to send their welfare commit- 
tees to this meeting, but not a single secre- 
tary answered the invitation. After the 
speaker had finished, one man asked why 
the state organization did not sponsor some 
plan for the county societies. I took the floor 
and asked two questions, ‘‘How many of you 
have read the Abell resolution and know 
what the responsibilities are that the pro- 
fession is facing in this war?’ One man 
raised his hand. Next I asked, “How many 
of you have been reading in the state Jour- 
nal and the Journal of the American Medical 
Association what has been written about the 
new Welfare Law?” Not a single hand was 
raised. So the only thing one can say is 
that it is a waste of time for any state or- 


‘ganization to read and think for its members 


when they will not use their own time and 
brains to read and think for themselves. 
“That truth should be silent I had almost 


forgot.” (Antony and Cleopatra, Act II, 
Scene Z.) 
1, M. A. Austin: President's Page, J. Indiana State M. 


Assoc, 35:9] (February) 1942, 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 





An 18 year old colored boy was admitted 
to Vanderbilt University Hospital’ on June 
2, 1937, complaining of weakness and short- 
ness of breath. The patient was perfectly 
well until six weeks before admission, when 
he first noted dyspnea on exertion, marked 
weakness and fatigability. He was forced to 
give up his job as a waiter because of the 
weakness, which gradually became worse. 
Two weeks before admission he began to 
have frequency of urination, with some 
burning and nocturia three to four times. 
During the week before admission he noted 
slight edema of his ankles, a cough which 
was worse at night and was productive of a 
small amount of mucoid sputum, and some 
orthopnea. He had had no pleurisy, hemo- 
ptysis, or night sweats, and he did not be- 
lieve he had had a fever. 

The past history and family history were 
non-contributory. 

Upon physical examination the tempera- 
ture was found to be 99.2 F., the respira- 
tions 48, and the pulse 142. The blood 
pressure was 140 systolic, 110 diastolic. The 
patient was a fairly well developed and well 
nourished colored male having acute respira- 
tory distress and sitting straight up in bed. 
Examination of the eyes was essentially 
negative, and the fundi were normal. The 
ears, nose and mouth were normal. The neck 
vessels were moderately distended, but the 
thyroid was not enlarged. 

The percussion note was impaired at both 
lung bases posteriorly. Breath sounds were 
harsh throughout and expiration was pro- 
longed. There were numerous moist rales to 
the level of both scapulae. No friction rub 
was heard. The heart was enlarged. The 
point of maximum impulse was in the sixth 
interspace in the anterior axillary line. 
Cardiac dullness was difficult to determine 
by percussion but was 51% cm. on the right 
and 12 cm. on the left of the midsternum at 
the sixth interspace. The rate was rapid 
and regular. The second pulmonic sound was 


1. We are indebted to Dr. James Dawson of the School of 
Medicine of Vanderbilt University for the clinical record 
and specimens. 
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markedly accentuated and was reduplicated ; 
it became practically inaudible during res- 
piration. There was a gallop rhythm. No 
murmurs could be made out. 

The liver was felt three finger breadths 
below the costal margin. The spleen was not 
felt, and there was no tenderness or free 
fluid in the abdomen. 

There was a slight pitting edema of the 
legs. The reflexes were physiological. Rectal 
examination was negative. 

Laboratory findings: The urine showed a 
trace of albumin, occasional clumps of white 
cells, and one to two red cells per high power 
field, with many granular casts. The red cell 
count was 3,400,000, with 11 Gm. of hemo- 
globin. The white cell count was 6800. Was- 
sermann and Kahn tests were positive. The 
nonprotein nitrogen was 32 mg. per 100 cec.; 
the bleod sugar 87 mg. per 100 cc. The 
serum proteins were normal; the phenolsu]- 
fonphthalein test was 85 per cent, and the 
Fishberg concentration test showed a spe- 
cific gravity of 1.016. Four sputum speci- 
mens were negative for acid-fast bacilli. 
Sputum culture showed Staphylococcus au- 
reus. 

Electrocardiograms were made over the 
period of his stay in the hospital. These 
showed marked changes from record to 
record. The last record, taken the day of 
his death, was interpreted as showing a 
shifting pacemaker in the bundle of His, re- 
curring in variable and bizarre complexes. 

An x-ray of the chest gave the following 
findings: “The heart is a little large, proba- 
bly due to pericardial effusion. There is 
marked thickening of the hilus on both sides 
with heavy infiltration from the hilus toward 
the periphery and bases. There is consider- 
able exudation on both sides and beginning 
extension into the apices.” 

Course in the Hospital: Following admis- 
sion the patient’s blood pressure ranged 
within normal limits. The patient was digi- 
talized, 350 cc. of blood was withdrawn, and 
he was given diuretics. On this regimen he 
improved somewhat. However, he had a low- 
grade fever and a moderate tachycardia out 
of proportion to the temperature during his 
whole stay in the hospital. One week after 
admission the physical findings in his chest 
had practically disappeared, although in al- 
most all subsequent examinations moist rales 
were heard at both bases. Rapid changes 
took place in the x-ray findings in the chest. 
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Four days after the first plate was made 
marked infiltration surrounding the heart in 
both pulmonic fields, suggesting miliary tu- 
berculosis, was recorded. Three days later 
the patient was examined by fluoroscope and 
it was noted that cardiac pulsations were 
slight. At this time it was felt that changes 
in the chest might be due to passive con- 
gestion. A week later definite enlargement 
of the right side of the heart and some in- 
crease in the infiltration in the chest were 
noted by x-ray. Two weeks after this an 
x-ray picture showed that the lower two 
thirds of both lung fields were extensively 
involved, completely obliterating the cardiac 
shadow. 

Venous pressure the day after admission 
was 205 mm. of saline. This examination 
was not repeated. Tuberculin tests were 
given, and these were all negative. One 
month after admission, the day before the 
patient’s death, it was noted that he ap- 
peared practically as he had on admission. 
He had predominant left-sided heart failure 
which had never been satisfactorily con- 
trolled with the usual therapeutic measures. 
He looked very ill and had marked dyspnea 
and orthopnea and slight cyanosis of the 
nail beds. Moist rales were present in the 
lower two thirds of his chest on both sides, 
and the superficial vessels were only slightly 
distended. He had a precordial heave which 
was most marked in the fifth and sixth in- 
terspaces just outside the midclavicular line. 
Cardiac dullness was definitely increased 
both to the right and to the left. The heart 
rate was rapid and the sounds had a tic-tac 
quality. The pulmonic second sound was 
greater than the aortic second sound, but 
was not markedly accentuated. No murmurs 
could be heard. During his stay in the hos- 
pital albumin, red cells, and casts had been 
found in some urine specimens and not in 
others. The nonprotein nitrogen was 30 mg. 
per 100 cc. the day before death. The fol- 
lowing day the patient’s pulse became 
markedly irregular; more rales appeared in 
the chest, the blood pressure was unobtain- 
able, and the patient expired. 


Discussion 


Two points 
The first is 


Dr. TINSLEY R. HARRISON: 
seem clear from this record. 


that the patient died of progressive con- 
gestive heart failure; and the second is that 
the patient had something wrong other than 
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cardiac disease. The prominence of weak- 
ness as an early symptom is not usually 
seen in patients with disease limited to the 
heart. Such patients complain of shortness 
of breath but do not have marked weakness, 
ordinarily. The presence of a low-grade 
fever confirms the suspicion that the patient 
probably had some systemic disease and that 
the cardiac disorder was only one part of 
the picture. The urinary findings are com- 
patible with a chronic glomerular nephritis, 
but can be accounted for on the basis of 
renal congestion. If we assume that the pa- 
tient had some systemic disease, which seems 
highly probable, then the likely thing at his 
age is that this disorder was of an infectious 
nature. Our problem, then, is to determine 
what infectious diseases can cause, in a boy 
of 18, progressive heart failure, enlargement 
of the hilus lymph nodes (for I interpret the 
x-ray to mean that these nodes are en- 
larged), and rapid changes in the appear- 
ance of the lungs radiologically. 

The first thing which comes to mind is 
that this boy might have rheumatic heart 
disease, as this is the most common infecti- 
ous disease to cause myocardial failure, and 
is especially common at this age. Against . 
this diagnosis are the following features: 
The absence of leukocytosis, the absence of 
murmurs after the disease had endured for 
three months, the onset in the summer, and 
the great rarity of lymph node enlargement 
in rheumatic fever. Of these points, the 
most important, I believe, is the absence of 
heart murmurs, which would indicate that 
there was no endocardial disease. This cer- 
tainly is strong evidence against rheumatic 
heart disease of three months’ duration and 
of sufficient severity to cause death. 

The second diagnosis which comes to mind 
is tuberculdsis of the pericardium with ex- 
tension to the myocardium, a disease in 
keeping with his age and race. It could ac- 
count for the low-grade fever, weakness and 
the enlarged lymph nodes. However, there 
are certain features against this diagnosis. 
Tuberculosis, when it affects the heart, in- 
volves the pericardium primarily and the 
myocardium only secondarily. With peri- 
cardial tuberculosis of the so-called constric- 
tive type, which is the usual form, one almost 
always has a paradoxical pulse—that is, the 
blood pressure is lower during inspiration 
than during expiration. No mention of such 
condition is made in the records. In the next 
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place, a gallop rhythm, which is a sign of 
dilatation of the myocardium, occurs very 
rarely or never in patients with constrictive 
tuberculous pericarditis. The findings in the 
roentgen examination of the lungs are com- 
patible with tuberculosis, but certainly are 
not typical. The electrocardiographic findings 
are not those usually seen in constrictive 
pericarditis. In this condition one usually 
has inversion of the T-waves in the three 
standard leads, with low voltage of the QRS 
complex in all the leads. This patient’s 
electrocardiographic pictures were quite 
different and changed markedly from time 
to time, suggesting an active, acute or sub- 
acute process in the myocardium. 

One has to consider rather seriously syph- 
ilitic myocarditis. This is a rare disease, but 
in favor of it are the positive Wassermann 
and Kahn reactions. In my experience myo- 
cardial syphilis is always associated with 
syphilitic aortitis, althoughsnot necessarily 
with insufficiency of the aortic valves. There 
was apparently no evidence of aortitis in 
the x-ray pictures, but it is possible that it 
was missed. The thing which is most against 
syphilitic myocarditis is the patient’s age. 
The few patients with this condition which 
I have seen have been decidedly older than 
this boy was at the time of his death. 
Furthermore, it is rather difficult to explain 
the x-ray findings in the lungs on the basis 
of syphilis. 

If we pass from common infections to 
those which are quite rare, we have to think 
of a group of disorders of unknown etiology, 
including the various types of multiple 
arteritis. Under this grouping we may in- 
clude periarteritis nodosa, lupus erythema- 
tosus disseminatus, and various forms of 
atypical arteritis. The patient lacked skin 
lesions, he lacked abdominal pain, and he 
lacked leukocytosis, which is commonly 
found in periarteritis, and leukopenia, ob- 
served in disseminated lupus. However, 
either of these conditions may give changes 
in the lungs and may produce subacute myo- 
carditis. The endocardium is usually in- 
volved (so-called Libman-Sachs atypical ver- 
rucous endocarditis), but the involvement is 
usually not marked enough to produce mur- 
murs. Nephritis is the rule in the various 
types of arteritis, and this patient had sug- 
gestive evidence of nephritis. It would seem 
that a diagnosis of one of these conditions 
has to be considered very seriously. 
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Another type of disease, presumably in- 
fectious in nature, although the etiology is 
not known, which might conceivably be con- 
cerned here is Boeck’s sarcoid. This comes 
to mind immediately on reading the descrip- 
tion of the x-ray findings in the lungs. Per- 
haps the single most characteristic feature 
of sarcoidosis is enlargement of the hilus 
nodes, with infiltration extending out from 
the hilus into the lungs. The radiological 
findings in the patient’s lungs are quite com- 
patible with this disease. Although involve- 
ment of the myocardium to a degree suffici- 
ent to cause heart failure seems to be very 
rare, there have been one or two cases re- 
ported. However, the points which are 
against sarcoidal disease in this patient are 
the following: He lacks skin lesions, he does 
not have general glandular enlargement, the 
liver. and spleen are not enlarged, and the 
serum proteins are normal. In the half dozen 
or more cases of sarcoidal infection which I 
have seen, one or more of the features which 
this patient lacks was present. In their 
absence I do not believe one can justifiably 
make a diagnosis of myocardial and pulmo- 
nary sarcoidosis. 

Another infection which may cause heart 
failure in young people is diphtheria. How- 
ever, in diphtheria the picture is much more 
acute and usually death or recovery super- 
venes within a week or so. The three 
months’ duration of cardiac symptoms 
makes this diagnosis extremely unlikely. 
Furthermore, we have no history to point 
toward diphtheria. 

In view of the atypical features which 
have been mentioned, it is difficult to fit this 
case into any of the infectious diseases which 
affect the heart. One therefore has to think 
of other types of disease. There are rare in- 
stances of primary cardiac tumor, and, of 
course, cases of lymphomatous disease of the 
mediastinal nodes are common. Occasionally 
the heart may be invaded in such instances. 
However, I do not see how we can make a 
diagnosis of tumor of the heart, and the 
absence of lymph node involvement, except 
in the mediastinum, makes lymphoma very 
unlikely. 

I have seen a patient with myocardial 
amyloidosis presenting a picture something 
like this, but in the absence of hepatic en- 
largement, splenic enlargement, and a neph- 
rotic picture, I hesitate to make this diag- 
nosis. 

In any patient with unexplained heart 
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failure, beriberi must be considered. This 
patient lacks any evidence of peripheral 
neuritis. We do not know whether his diet 
was inadequate before coming to the hos- 
pital, but we can be quite sure that he was 
given a decent diet after he came to the 
hospital, and in spite of this he died. This 
would seem to me to make beriberi heart 
extremely improbable. 

The more I reason about this case the 
more confused I become. I think that one 
can make a diagnosis of subacute myocardi- 
tis. As regards the etiologic basis for this 
lesion I am certainly very much at sea. I 
do not believe it is rheumatic, tuberculous 
or syphilitic for the reasons mentioned; and 
more or less by exclusion I am inclined to 
guess that this patient had one of the forms 
of arteritis, most likely the type which we 
refer to as Libman-Sachs disease, or as the 
internal form of disseminated lupus. 

DR. GEORGE HARRELL: The x-ray findings 
which resemble miliary tuberculosis in the 
presence of a negative tuberculin test, and 
the clinical picture of dyspnea and weakness 
with little fever are perfectly compatible 
with a diagnosis of Boeck’s sarcoid. One 
' case of massive involvement of the myocar- 
dium has been reported in the literature. 
The normal serum proteins are not the usual 
finding, but chemical studies have been done 
only on chronic cases, and the disease in 
this man ran an acute course, which may 
not have allowed time for the development 
of typical chemical changes. The hyperten- 
sion might have been caused by massive in- 
filtration of the kidney by sarcoid. 


Dr. Harrison's Diagnosis 
Internal form of disseminated lupus. 
Dr. Harrell’s Diagnosis 
Boeck’s sarcoid in an acute form. 
Anatomical Diagnosis 
Boeck’s sarcoid in an acute form. 
Anatomical Report 


DR. ROBERT P. MOREHEAD: Study of the 
autopsy material reveals a widespread dis- 
ease process characterized by extensive in- 
filtration of an opaque yellowish-gray tissue 
into the lymph nodes, lung, heart, and liver. 

Progressive congestive heart failure, as 
displayed by this patient, is easily explained 
by the cardiac and pulmonary findings. The 
heart weighed 430 Gm. and both ventricles 
were the sites of extensive infiltrations in- 
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volving all components of the heart wall and 
resulting in muscle destruction and mural 
thrombosis. The lung showed extensive in- 
filtrations which were most pronounced be- 
neath the pleura. The right and left lungs 
weighed 720 and 600 Gm. respectively. The 
peribronchial lymph nodes were greatly en- 
larged and showed abundant infiltrations. 

The hepatic lesions were small and nu- 
merous. Two large friable yellowish infarcts 
were present in the left kidney and were 
incompletely surrounded by a hemorrhagic 
zone. 

Microscopic examination revealed the in- 
filtrating tissue to be everywhere uniform 
in appearance, and to consist of chronic in- 
flammatory granulations with a strong tend- 
ency toward tubercle formation. The tuber- 
cle-like masses were not unlike those seen 
in tuberculosis and were composed of epi- 
thelioid cells with an abundant scattering of 
giant cells. Small areas of necrosis were 
seen, and in many instances the necrotic 
areas were large and confluent. Pronounced 
limiting zones of lymphocytes were not seen, 
and there was no evidence of peripheral 
hyalinization. 

Other microscopic findings of interest were 
capsular proliferation and imperfect cres- 
cent formation in the kidneys, explaining in 
part the urinary findings, and cytological 
necrosis confirming the impression of gross 
renal infarction. 

Attempts to demonstrate acid-fast organ- 
isms in all tissues gave negative results. 

I am of the opinion that this patient 
suffered from a rather acute form of Boeck’s 
sarcoid. From a pathological viewpoint, the 
most pronounced objection to this diagnosis 
is the rather wide-spread necrosis which is 
usually absent in the lesions of sarcoid. This 
can conceivably be explained on the basis of 
the rapidity of the process. 

Aside from the very rapid course of the 
disease in this patient, the cardiac findings 
are outstanding. In the reported cases of 
Boeck’s sarcoid little mention has been made 
of cardiac lesions. Bernstein, Konzelmann 
and Sidlick reported a case of Boeck’s sar- 
coid in which the lesions were located in the 
epicardium along the course of the coronary 
vessels. Similar lesions were noted by Schau- 
mann, Longcope and Pierson. The only re- 
ported case with actual involvement of the 
myocardium is that reported by Nickerson. 
In his case the myocardial involvement was 
not pronounced, : 
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CLINICO-PATHOLOGICAL 
CONFERENCE 


CITY MEMORIAL HOSPITAL 
WINSTON-SALEM 


H. E., a 15 year old boy, was admitted to 
the hospital on February 6, 1941, with the 
chief complaint of a breaking out on the 
legs. 

The present illness began three days be- 
fore admission with the appearance of small 
hemorrhagic spots on both legs. These were 
not sore and did not disappear with pressure. 
The spots gradually enlarged and his legs 
became sore to touch and painful upon stand- 
ing. His ankles and feet began to swell. 
Associated with these symptoms there had 
been a loss of energy and appetite and a 
moderate feeling of malaise. 

The past history revealed the usual child- 
hood diseases. The patient had been wetting 
the bed since childhood, but had had no 
burning on urination or visible blood in the 
urine. 

On physical examination the child was 
found to be fairly well developed and well 
nourished. He appeared rather unintelligent 
and was squirming around in bed. The eyes 
showed no conjunctival hemorrhages and the 
pupils reacted to light and accommodation. 
The ears and throat were normal. The lungs 
were clear. The heart was normal in size 
and shape and was free of murmurs. The 
liver and spleen were not palpable and no 
fluid could be detected in the abdomen. The 
abdomen was soft. There was a slight swell- 
ing of the feet and ankles, and the skin over 
the legs was discolored by numerous hemor- 
rhagic spots varying in size from a pin-head 
to a dime. These did not disappear on 
pressure. Elsewhere the skin was normal. 
His urine showed a 3 plus reaction for al- 
bumin, a specific gravity of 1.026, 3 to 5 
white blood cells per high power field, and an 
occasional epithelial cell. His red blood cell 
count was 4,162,000, the white cell count 
7,300, the hemoglobin 1214 Gm., and the 
differential count normal with 62 per cent 
segmented cells and 8 per cent stabs. The 
nonprotein nitrogen the day after admission 
was 30.9 mg. per 100 ce. and the Kline test 
was negative. The platelet count on Februa- 
ry 3 was 275,000 and the clotting time was 
three minutes. The temperature and pulse 
were normal. oro! 
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Course in the Hospital: By February 8 
the hemorrhagic lesions on the lower ex- 
tremities had disappeared and the patient 
was discharged at 10:30 a.m. At 7:15 p.m. 
he came back to the hospital, stating that 
during the day at home he had walked and 
that in the evening many painful red spots 
had appeared on the lower extremities. He 
was re-admitted. Two days later he was 
started on a high vitamin diet, with tomato 
and orange juice and raw cabbage daily. On 
February 12 his blood calcium was 16 mg. 
per 100 cc. and his nonprotein nitrogen was 
36 mg. per 100 cc. .Following this the hem- 
orrhagic lesions disappeared. On February 
17 his abdomen was sore and rigid and he 
complained of some pain. Some blood was 
found in the stool and in the urine, and the 
tourniquet test was positive. As a result of 
these findings 250 cc. of blood was given. 
On February 18 the patient had no appetite 
and complained of some nausea. His gums 
and lips were red but not bleeding. Another 
200 ec. of blood was given. On February 
19 and 20 250 cc. more of blood was given. 
On February 24 the patient again had hem- 
orrhagic spots and his hands were swollen. 
His blood count on February 21 showed 5,- 
575,000 red cells, 13 Gm. of hemoglobin, and 
18,000 white cells, with 15 per cent stabs 
and 65 per cent segmented cells. His urine 
on February 24 showed a specific gravity 
of 1.008 and was red, turbid and acid. The 
reaction for albumin was 4 plus and there 
were 10 to 12 white blood cells per high 
power field, 8 to 10 red blood cells per high 
power field, and many granular casts. His 
white cell count was 26,150, with 75 per cent 
segmented cells and 10 per cent stabs. He 
was given frequent transfusions of 250 cc. 
of whole blood, and vitamin K was started 
on March 1. 

On March 4 swelling of the neck and fluid 
in the abdomen appeared, and the patient 
groaned continually with pain. On March 7 
his red cell count was 4,000,000, with 12 Gm. 
of hemoglobin; his white cell count 18,300 
with 3 per cent juveniles, 16 per cent stabs, 
and 36 per cent segmented cells. His urine 
showed a 3 plus reaction for albumin and a 
4 plus reaction for blood, with a specific 
gravity of 1.010 and numerous hyalin and 
granular casts. The total blood protein was 
3.5 Gm. and the platelet count was 75,000. 
His blood pressure on March 9 was 130 
systolic, 100 diastolic. The clot retraction 
time was normal and the blood smear showed 
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considerable toxic granulation of the poly- 
morphonuclear leukocytes. The number of 
platelets in the smear did not appear to be 
reduced. On March 11 his general condition 
was recorded as satisfactory except that he 
still had swelling of the neck. His rash was 
not as pronounced. On March 14 the patient 
was started on x-ray therapy for parotitis. 
On March 20 the parotitis subsided and the 
patient’s condition appeared to be improv- 
ing. He had been running a fever varying 
between 100 and 101F. for about three 
weeks at the time x-ray therapy was started. 
This gradually came down during the follow- 
ing week. On March 24 the patient began 
to have some diarrhea and was given pare- 
goric, bismuth and salol, which controlled 
it. On March 27 and 30 the patient seemed 
to be much improved; the parotitis had 
cleared up and the purpuric spots were gone. 
On April 5 the patient was allowed to go 
home. 

Later that night he was brought back to 
the hospital with a history of having had a 
large gastric hemorrhage. He continued to 
bleed after admission. According to the 
nurse’s notes this hemorrhage was apparent- 


ly red frothy material that the patient 


brought up in considerable amounts all 
night, although it is impossible to determine 
from the chart whether this was actually 
blood or frothy, blood-tinged fluid. There is 
no note of any physical examination of the 
patient at this time, and any abnormal! find- 
ings in his lungs, if present, were not noted 
on the chart. The patient became gradually 
weaker, his pulse became fast and thready, 
and he expired in the morning. 


Discussion 


DR. WINGATE JOHNSON: In this case it is 
apparent that the patient had some condition 
that caused hemorrhages under the skin and 
into the mucous membranes of the upper 
digestive tract. The hemorrhagic nephritis 
might have been caused by hemorrhages into 
the kidneys, also. 

The diseases that are most apt to cause 
such hemorrhages are the leukemias, hemo- 
philia, and purpura hemorrhagica. The blood 
picture certainly is not that of a leukemia, 
and I believe that can be ruled out to begin 
with. The normal clotting time is enough to 
rule out hemophilia. The absence of an en- 
larged spleen or liver is against Gaucher’s 
or Banti’s disease, 
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Of the purpuras there are two main types: 
thrombocytopenic and non-thrombocytopenic. 
Thrombocytopenic purpura, as its name in- 
dicates, is characterized by a marked reduc- 
tion of blood platelets, which in turn pro- 
longs the bleeding time and the clot retrac- 
tion time. Since the platelet count was with- 
in normal limits—except for one doubtful 
count—I believe we can rule out this type 
of purpura. The tourniquet test is positive 
in both types. 

In non-thrombocytopenic purpura the hem- 
orrhages are produced by increased permea-. 
bility of the capillaries. This increased per- 
meability is supposedly due to some form of 
allergic or “anaphylactoid” reaction. The 
platelet count, the clotting time and the clot 
retraction time are all within normal limits. 
Painful joints are frequently associated with 
this type, and the name Schoenlein’s disease 
or purpura rheumatica is given to the cases 
in which joint pains predominate. Abdomi- 
nal pain is also common in non-thrombocyto- 
penic purpura, and cases in which it is most 
noticeable are called Henoch’s purpura. 

The hemorrhages from the stomach and 
bowels, and possibly from the lungs, could 
have been due to this condition, as could the 
urinary findings. The leukocytosis could 
have been accounted for by the inflammatory 
reaction stimulated by the subcutaneous 
hemorrhages. 

The chief point against the diagnosis of 
non-thrombocytopenic purpura is that it is 
rarely fatal; however, fatal cases have been 
reported. My diagnosis is non-thrombocyto- 
penic purpura. 

DR. GRIMES: Is not the blood pressure of 
130 systolic, 100 diastolic high for that con- 
dition? 

DR. JOHNSON: I don’t think so, in view 
of the fact that the patient had an acute 
nephritis. The nephritis was probably sec- 
ondary to the hemorrhage in the kidneys. 

DR. WOLFE: We can rule out Gaucher’s 
disease because anemia is usually present 
with it. 

DR. GRIMES: How about Banti’s disease? 

Dr. STREET: The blood vessels would have 


been enlarged and there would have been 
portal thrombosis in that case. 


Clinical Diagnosis 


1. Vitamin C deficiency. 
¢. Hemophilia, 











February, 1942 


Dr. Johnson’s Diagnosis 
Non-thrombocytopenie purpura. 
Anatomical Diagnosis 


Arthritic purpura. 

Acute pulmonary edema. 

Acute focal glomerular nephritis. 
Splenomegaly. 

Hepatomegaly. 

Cardiac hypertrophy and dilatation. 
Ascites. 


Anatomical Report 


Dr. T. T. FROST: On opening the body we 
found a liter of blood-tinged fluid in the ab- 
dominal cavity and a severe acute pulmona- 
ry edema, which was obviously responsible 
for the patient’s death. The most interest- 
ing findings were in the kidneys. These were 
large and weighed 490 Gm. together, almost 
200 Gm. more than they should have 
weighed. They were enlarged and pale and 
the external surfaces and the cortical por- 
tion of the cut surface showed numerous 
closely placed petechiae. The kidneys were 
quite similar to the so-called “flea bitten” 
kidneys which are found in sub-acute bac- 
terial endocarditis. The microscopic appear- 
ance of the kidney showed the picture which 
was predicted by the gross appearance— 
namely, a focal glomerular nephritis which 
‘was widespread and involved a large number 
of the glomeruli. Many of the capillary loops 
of the glomerular tufts were obstructed by 
thrombi and many of them showed consider- 
able fibrous thickening of portions of the 
glomerular tufts. Occasionally the entire 
glomerulus was replaced by fibrous tissue. 
The heart showed no endocarditis or mura] 
thrombosis. It was normal except for dilata- 
tion of the right side. The liver showec 
simple cloudy swelling and the enlargement 
of the spleen was of the type usually found 
in toxic states. There were no lesions in the 
gastro-intestinal tract to explain the bleed- 
ing which occurred during life. The first edi- 
tion of Osler’s Practice of Medicine classes 
this disease as a type of arthritic purpura, 
and he separates it from other types because 
of the presence of marked gastro-intestinal 
and renal symptoms. 

The lesions found generally in patients 
dying of purpura are insignificant and co- 
incidental findings. The finding of the renal 
Jesions in this case gives it special interest. 
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J. F. Owen, M.D., LL.B. 
Raleigh 


Dead Bodies: Coroner and physicians per- 
forming unauthorized autopsy may be held 
liable for wrongful mutilation. 


Within recent years the laws governing autopsies 
in this state have been liberalized to a certain ex- 
tent, but the provisions for obtaining authority to 
perform postmortem examinations are still very 
strict, and it is incumbent upon physicians and 
others having any connection whatsoever with 
autopsies to be well posted as to the legal require- 
ments. According to the records of the following 
case it seems that the physicians involved had no 
reason to suspect that the coroner was not within 
his rights in requesting and directing them to per- 
form the autopsy, and it is certain that they per- 
formed their duties in this respect in good faith. 

The action in question was instituted to recover 
damages for the mutilation of the dead body of the 
plaintiff’s son by an unauthorized autopsy. The 
county+ coroner, three physicians, and an incorpo- 
rated funeral home were joined as parties defend- 
ant. The Superior Court at the close of the plain- 
tiff’s evidence entered judgment of nonsuit as to 
all defendants, and the plaintiff appealed. It ap- 
peared from the evidence offered by the plaintiff 
that the body of his son (a minor) was found in 
the Y. M. C. A. swimming pool in a certain city. 
The plaintiff lived in another city and none of the 
next of kin lived in the county where the death 
occurred. The coroner was called in, and, finding 
no water in the lungs and the neck unbroken, he 
had the body removed to the funeral home of one 
of the defendants, and called in three physicians 
to perform an autopsy to determine the cause of 
death. The autopsy revealed that death was due 
to a heart attack. It was testified that the coroner 
had said he had the autopsy performed to determine 
the cause of death; that he had no suspicion of 
foul play; and that no inquest was held. The phy- 
sicians admitted that they were requested to per- 
form the autopsy “for the purpose of determining 
the cause of death.” It was also admitted that no 
permission was asked or obtained from the father 
of the deceased nor from any of his kin. The father 
testified that he would not have given consent if it 
had been requested. He further testified that knowl- 
edge of the autopsy performed on the body of his 
son shocked and unnerved him as much as the news 
of his death. There was no evidence that the de- 
fendant funeral home offered objection to the autop- 
sy, or did anything to prevent it. 

According to Consolidated Statutes 1020 it is ap- 
parent that no authority is given the coroner in 
cases where he does not suspect foul play and where 
no inquest is held or jury summoned, upon his own 
initiative to cause an autopsy to be performed mere- 
ly to ascertain the cause of death. This statute 
authorizes an investigation “whenever it appears 
that the deceased probably came to his death by 
the criminal act or default of some person,” and in 
such a case empowers the coroner “to summon a 
physician or surgeon and to cause him to make such 
examination as may be necessary whenever it ap- 
pears to such coroner as proper to have such ex- 
amination made.” There is also a provision in the 
law empowering a prosecuting officer to order a 
postmortem examination in cases of homicide. 
Michies N. C. Code, section 5003 (1), states that 
“The right to perform an autopsy upon the dead 
body of a human being shall be limited to cases 
specially provided by statute or by direction or 
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will of the deceased; cases where a coroner or the 
majority of a coroner’s jury deem it necessary upon 
an inquest to have such an autopsy; and cases 
where the husband or wife or one of the next of 
kin or nearest known relative or other person 
charged by law with the duty of burial, in the 
order named and as known shall authorize such ex: 
amination or autopsy.” 

According to the above law, if foul play is not 
suspected the coroner has no right to order an 
autopsy. The coroner in this case went outside the 
scope of his authority; therefore he was not pro- 
tected. The physician defendants were also unpro- 
tected, as the coroner was not authorized to order 
an autopsy and there was no consent from the next 
of kin. The funeral home, although it offered no 
objection to the postmortem examination’s being 
performed in their place of business was found not 
culpable. It should be mentioned that testimony 
showed that the autopsy was carefully done and that 
there was no mutilation of the body, except a 16 
inch incision—no more than would be necessary for 


embalming—, and this incision did not show when’ 


the body was dressed for burial. The Supreme 
Court affirmed the finding of nonsuit as to the 
funeral home, but reversed the decision of the 
Superior Court as to the coroner and the three 
physicians. (Vol. 213, p. 613, North Carolina Su- 
preme Court. Decision rendered spring term, 1938.) 
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TELEGRAM FROM DR. OLIN WEST 


I have been officially informed that be- 
cause of constantly increasing demands on 
the Procurement and Assignment Service in 
Washington and because of the growing 
needs of the army and navy for personnel 
it has become necessary for a new form to 
replace the form that recently appeared in 
the Journal of the American Medical Asso- 
ciation and that it is expected that the new 
form will be ready for release within the 
very near future. It is therefore requested 
that the form which appeared in the Ameri- 
can Medical Association Journal and which 
was reproduced by official agencies of state 
associations in a number of states be discon- 
tinued. It is my understanding that com- 
plete information concerning the new form 
will soon be available. An expression of 
grateful appreciation of the splendid cooper- 
ation and helpful kindnesses of state and 
county committees and state secretaries is 
hereby extended in behalf of the American 
Medical Association and its committee on 
medical preparedness. The executive officer 
of the Procurement and Assignment Service 
has today expressed to me similar apprecia- 
tion on behalf of his office and of the Pro- 
curement and Assignment Service. 

OLIN WEST, 


MEDICAL JOURNAL 
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January 6, 1942. 


Dr. Wingate Johnson, Editor 
NORTH CAROLINA MEDICAL JOURNAL, 


Winston-Salem, N. C. 


Dear Dr. Johnson: 

We are all the way in the war. The war 
can be won by our united efforts. We must 
prepare for all emergencies. Medical pre- 
paredness is an essential part of our defense. 
Your State Medical Society has a prepared- 
ness committee composed of Dr. Carl Reyn- 
olds, State Health Officer, Dr. Donnell Cobb, 
President-Elect of the State Medical Society, 
and Dr. H. B. Haywood, Past-President of 
the State Medical Society. 

New methods and new treatments are be- 
ing used for war casualties. We ask that 
every County Society put on a program of 
instruction for all its members on the newer 
methods of treating war wounds or bomb 
wounds, gas and other war casualties. Your 
State Committee will gladly cooperate with 
you in securing informed instructors to help 
put on this program if you desire it. 

In England over 50 per cent of the bombs 
dropped by German air raiders fell in rural 
communities. We therefore suggest that fa- 
cilities for the location of emergency hos- 
pitals in your county be investigated and 
skeleton staffs be organized. 

We urge this as the medical profession’s 
contribution to our State of North Carolina. 
Very truly yours, 

HUBERT B. HAywoop, M.D., Chairman 
Committee on Medical Preparedness. 

CARL V. REYNOLDS, M.D. 

DONNELL B. Coss, M.D. 





RECOMMENDATIONS TO ALL PHYSICIANS 
WITH REFERENCE TO THE NATIONAL 
EMERGENCY 


I. Medical Students 

A. All students holding letters of acceptance 
from the Dean for admission to medical colleges 
and freshmen and sophomores of good academic 
standing in medical colleges should present letters 
or have letters presented for them by their deans 
to their local boards of the Selective Service Sys- 
tem. This step is necessary in order to be con- 
sidered for deferment in Class II-A as a medical 
student. If local boards classify such students in 
Class I-A, they should immediately notify their 
deans and if necessary exercise their rights of ap- 
peal to the Board of Appeals. If, after exhausting 
such rights of appeal, further consideration is’ 


necessary, request for further appeal may be made 
to the State Director and if necessary to the Na- 
tional Director of the Selective Service System. 
These officers have the power to take appeals to 
the President, 
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B. Those junior and senior students who are 
disqualified physically for commissions are to be 
recommended for deferment to local boards by their 
deans. These students should enroll with the Pro- 
curement and Assignment Service for other assign- 
ment. 

C. All junior and senior students in good stand- 
ing in medical schools, who have not done so, should 
apply immediately for commission in the Army or 
the Navy. This commission is in the grade of 
Second Lieutenant, Medical Administrative Corps of 
the Army of the United States, or Ensign H. V. (P) 
of the United States Navy Reserve, the choice as to 
Army or Navy being entirely voluntary. Applica- 
tions for commission in the Army should be made 
to the Corps Area Surgeon of the Corps Area in 
which the applicant resides and applications for 
commission in the Navy should be made to the Com- 
mandant of the Naval District in which the appli- 
cant resides. Medical R. O. T. C. students should 
continue as before with a view of obtaining com- 
missions as First Lieutenants, Medical Corps, upon 
graduation. Students who hold commissions, while 
the commissions are in force, come under the juris: 
diction of the Army and Navy authorities and are 
not subject to induction under the Selective Service 
Act. The Army and Navy authorities will defer 
calling these officers to active duty until they have 
completed their medical education and at least 12 
months of internship. 

II. Recent Graduates 

Upon svecessful completion of the medical col- 
lege course, every individual holding commission as 
a Second Lieutenant, Medical Administrative Corps, 
Army of the United States, should make immediate 
application to the Adjutant General, United States 
Army, Washington, D. C., for appointment as First 
Lieutenant, Medical Corps, Army of the United 
States. Every individual holding commission as En- 
sign H. V. (P), U. S. Navy Reserve, should make 
immediate application to the Commandant of his 
Naval District for commission as Lieutenant (J. G.) 
Medical Corps Reserve, U. S. Navy. If appoint- 
ment is desired in the grade of Lieutenant, (J. G.) 
in the regular Medical Corps of the U. S. Navy, 
application should be made to the Bureau of Medi- 
cine and Surgery, Navy Department, Washington, 
D. C. 

Graduates who have failed to obtain a Medical 
Administrative Corps or Ensign Commission run the 
risk of being inducted into the military service as 
enlisted men under the provisions of the Selective 
Service Acts. 

III. Twelve Months Interns 

All interns should apply for a commission as First 
Lieutenant, Medical Corps, Army of the United 
States, or as Lieutenant (J. G.), United States Navy 
or Navy Reserve. Upon completion of 12 months 
internship, except in rare instances where the neces- 
sity of continuation as a member of the staff or as 
a resident can be defended by the institution, all 
who are physically fit may be required to ente 
military service. Those commissioned may then ex- 
pect to enter military service in their professional 
capacity as medical officers; those who failed to 
apply for commission are liable for military ser- 
vice under the Selective Service Acts. 


IV. Hospital Staff Members 


Interns with more than 12 months of internship, 
assistant residents, fellows, residents, junior staff 
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members, and staff members under the age of 45, 
fall within the provisions of the Selective Service 
Acts which provide that all men between the ages 
of 20 and 45 are liable for military service. All 
such men holding Army commissions are subject 
to call at any time and only temporary deferment 
is possible, upon approval of the application made 
by the institution to the Adjutant General of the 
United States Army certifying that the individual 
is temporarily indispensable. All such men holding 
Naval Keserve commissions are subject to call at 
any time at the discretion of the Secretary of the 
Navy. Temporary deferments may be granted only 
upon approval of applications made to the Surgeon 
General of the Navy. 

All men in this category who do not hold com- 
missions should enroll with the Procurement and 
Assignment Service. The Procurement and Assign- 
ment Service under the Executive Order of the 
President is charged with the proper distribution of 
medical personnel for military, governmental, indus- 
trial, and civil agencies of the entire country. All 
those so enrolled whose services have not been es- 
tablished as essential in their present capacities will 
be certified as available to the Army, Navy, govern- 
mental, industrial, or civil agencies requiring their 
services for the duration of the war. 


V. All Physicians Under Forty-five 


All male physicians in this category are liable for 
military service and those who do not hold com- 
missions are subject to induction under the Selective 
Service Acts. In order that their service may be 
utilized in a professional capacity as medical of- 
ficers, they should be made available for service 
when needed. Wherever possible, their present posi- 
tions in civil life should be filled or provisions made 
for filling their positions, by those who are (a) over 
45, (b) physicians under 45 who are physically dis- 
qualified for military service, (c) women physicians, 
and (d) instructors and those engaged in research 
who do not possess an M.D. degree whose utiliza- 
tion would make available a physician for military 
service. 

Every physician in this age group will be asked 
to enroll at an early date with the Procurement 
and Assignment Service. He will be certified for a 
position commensurate with his professional train- 
ing and experience as requisitions are placed with 
the Procurement and Assignment Service by mili- 
tary, governmental, industrial or civil agencies re- 
quiring the assistance of those who must be dis- 
located for the duration of the national emergency. 
VI. All Physicians Over Forty-five 

All physicians over 45 will be asked to enroll 
with the Procurement and Assignment Service at an 
early date. Those who are essential in their pres- 
ent capacities will be retained and those who are 
available for assignment to military, governmental, 
industrial or civil agencies may be asked by the 
Procurement and Assignment Service to serve those 
Agencies. 

The maximal age for original appointment in the 
Army of the United States is 55. The maximal age 
for original appointment in the Naval Reserve is 50 
years of age. 

* * 


All inquiries concerning The Procurement and As- 
signment Service should be sent to The Executive 
Officer, 5654 Social Security Building, 4th and In- 
dependence Avenues, SW, Washington, D. C., and 
not to individual members of the Directing Board 
or of committees thereof. 
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The following letter was sent to the councillor of 
each medical district and to the secretaries of 
county societies. 

Dear Doctor: 

The problem of mental disorder appears to be 
growing. Competent authorities estimate that about 
750,000 nervous breakdowns occur in the United 
States each year and about 100,000 of these are 
committed to mental hospitals. There are 500,000 
patients in mental hospitals today. A total of 3,926 
patients were admitted to the three State Hospitals 
of North Carolina in the last Biennium. In addi- 
tion there is a great number of Mental Defectives, 
and Juvenile Delinquency seems to be on the in- 
crease; 600,000 boys and girls appeared before 
courts in the United States last year. 

All this is of great concern to the Medical Pro- 
fession. Physicians are frequently called upon to 
diagnose, advise, give evidence, treat in this field. 


The war, involving millions of young men and their 


families and in some measure every man, woman 
and child, will have intense bearing on the mental 
health of the nation. No less so will the transfer 
to peace-time adjustment when the war is won. It 
would therefore seem desirable that physicians 
should keep themselves as well informed as _ possi- 
ble in the field of psychiatry which is a medical 
specialty, and in allied fields of mental study. 

We would like to suggest that you advise the 
county or district medical societies in your district 
of the desirability of having a program once a year 
centering about the general field of psychiatry. 
Speakers could no doubt be secured from State Hos- 
pital Staffs, the Psychiatric Departments of Duke 
University Medical School and Bowman Gray Medi- 
cal School, the Division of Mental Hygiene of the 
State Board of Public Welfare, the Army psychia- 
trists at Fort Bragg and psychiatrists in private 
practice. We should be glad to be informed of any 
activities of this kind in your district that we may 
report them to the annual meeting of the State 
Society. 

Cordially yours, 
JAMES W. VERNON, M.D., 
E. A. MacMILLAN, M.D. 
JAMES WATSON, M.D., 


Committee on Mental Hygiene of 
the North Carolina Medical Society. 


Chairman 





OFFICE OF CIVILIAN DEFENSE 


President Roosevelt has appointed Dr. George 
Baehr, Chief Medical Officer of the Office of Civilian 
Defense, to be a member of the Health and Medical 
Committee of the Office of Defense Health and 
Welfare Services. Dr.-Irvin Abell, Louisville, Ken- 
tucky, chairman of the Committee on Medical Pre- 
paredness of the Amercian Medical Association, is 
chairman of the Health and Medical Committee and 
other members are the Surgeon General of the U. 
S. Army, Major General James C..Magee; the Sur- 
geon General of the U. S.. Navy, Rear Admiral Ross 
T. McIntire; the Surgeon General of the U. S. Pub- 
lic Health Service, Dr. Thomas Parran, and the 
chairman ‘of the Division of Medical Sciences, Na- 
tional Research Council, Dr. Lewis W. Weed, Balti- 
more. The Office ‘of Defense Health and Welfare 
Services is a part ‘of ‘the Office for Emergency 
Management which in turn is part of the Executive 
Office of the President. The director’ of the ODHWS 
is Paul V. MeNutt, who is also Federal Security 


Administrator. 
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NURSES AIDES CORPS 


The Office of Civilian Defense has prepared in- 
signia for volunteer civilian defense workers to 
wear after they have been enrolled and trained. 
There is one basic insigne bearing the initials “CD” 
in red, enclosed in a white triangle superimposed 
on a blue field, which is to be worn on cap and 
uniform collar ornaments of all civilian defense 
workers. Each of the fifteen activities has a dis- 
tinctive design to be worn on white armbands or 
embroidered on the left sleeve of uniforms 1 inch 
below the shoulder seams. The designs have been 
patented by the OCD, and only enrolled civilian 
defense workers are entitled to wear them as part 
of uniforms or of any clothing that would simulate 
official wear. Workers or their defense councils will 
pay for the insignia with the possible exception of 
the armbands. Congress has been asked to ‘au- 
thorize funds to distribute the latter. 

Physicians and nurses serving in emergency medi- 
cal field units will be identified by a red caduceus 
in a white triangle set in a blue circle. In the 
event of a war emergency such as an air raid, the 
problem of caring for the sick and injured will ‘be 
handled by the Emergency Medical Service. Field 
units composed of doctors, nurses and nursing aux- 
iliaries will set up casualty stations near the site 
of disaster for the purpose of giving assistance: to 
the injured and expediting their transport ‘to a 
hospital when necessary. Teams of doctors, nurses 
and assistants will be dispatched from this station 
to establish advanced first aid posts closer to the 
scene of the emergency. 

Volunteer nurses’ aides will be identified by a red 
cross within a white triangle set in a blue circle. 
This indicates that the volunteer has been enrolled 
and trained by the American Red Cross for service 
in civilian defense. 

Special training by the Red Cross and by hos- 
pitals designated as training centers is required of 
nurses’ aides. When they have completed the pre- 
scribed instruction they will become eligible to as- 
sit nurses in wards and outpatient clinics of hos- 
vitals, or in visiting nurse, public health, industrial 
hygiene and school health services. The insigne 
must not be worn until the course of training has 
been completed. > 





In no place is tuberculosis at so lew a level that 
we may safely, and in the interest of economy, 
relax the intensity of the tuberculosis control pro- 
gram. On the contrary, because the opportunity 
for real control of the tuberculosis situation seems 
more encouraging than ever, this is the time to 
intensify efforts rather than relax them. — Harry 
Mustard, M.D. 
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NEWS NOTES FROM THE UNIVERSITY 
OF NORTH CAROLINA 


The School of Medicine and the Extension Di- 
vision of the University of North Carolina, in co- 
operation with the Lenoir County Medical Society, 
have arranged the following Postgradate Course in 
Medicine to be given at Kinston, beginning Februa- 
ry 25 and continuing through April 1. 

Dinners at 7 p. m., Hotel Kinston. 

Lectures at 8 p. m., Hotel Kinston. 

Wednesday, February 25—Pediatrics—Dr. W. A. 

Mulherrin, Augusta, Ga. 

Wednesday, March 4 — Fractures — Dr. A. R. 
Shands, of the Alfred I. DuPont Institute, Wil- 
mington, Delaware. 

Wednesday, March 11—Diagnosis and Treatment 
of Gallbladder Diseases—Dr. A. M. Shipley, 
University of Maryland, Baltimore. 

Wednesday, March 18—The Use of Sulfonamides 
in General Practice—Dr. Harrison Flippin, Uni- 
versity of Pennsylvania, Philadelphia. 

Thursday, March 26—The Hypertensions in Preg- 
nancy—Dr. James R. McCord, Emory Univer- 
sity, Atlanta, Ga. 

Wednesday, April 1—Undulant Fever As It Is 
Met in General Practice—Dr. Alvin E. Keller, 
Vanderbilt University, Nashville, Tenn. 


A similar Postgraduate Course in Medicine is to 
be given in Raleigh beginning February 20, con- 
tinuing through March 27, 1942. 

The program is as follows: 

Clinics at 4:30 p. m., Rex Hospital. 

Dinner at 7 p. m., Carolina Hotel. 

Lecture at 8 p. m., Carolina Hotel. 

Friday, February 20—Handling of Sick Child in 
the Home—Dr. Chas. F. McKhann, University 
of Michigan, Ann Arbor, Mich. 

Friday, February 27—Diagnosis and Treatment of 
Gallbladder Diseases—Dr. E. L. Eliason, Uni- 
versity of Pennsylvania, Philadelphia. 

Friday, March 6—Diagnosis and Management of 
Thyroid Diseases—Dr. A. C. Ernstene, Cleve- 
land, Ohio. 

Friday, March 13—Urology in General Practice— 
Dr. Samuel A. Vest, University of Virginia, 
Charlottesville, Va. 

Friday, March 20—The Diagnosis and Treatment 
of Acute Upper Respiratory Infections—Dr. E. 
A. Looper, Johns Hopkins University, Balti- 
more, Md. 

Friday, March 27—The Hypertensions in Preg- 
nancy—Dr. James R. McCord, Emory Universi- 
ty, Atlanta, Ga. 


* * * 


Dr. Walter C. Alvarez, Head of the Department 
of Gastroenterology of the Mayo Clinic, addressed 
the Whitehead Medical Society of the School of 
Medicine on Saturday morning, January 24. 

* * * 


Dr. H. G. Baity and Professor H. B. Gotaas, of 
the faculty of the School of Public Health, at- 
tended the meetings of the American Society of 
Civil Engineers in New York January 21 to 24. 


* * * 


Special courses in Public Health Nursing begin- 
ning in January were arranged for 12 additional 
public health nurses entering in the winter quarter 
1942 for work in the Department of Public Health 
of the School of Public Health. 
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NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


During the past three weeks Dr. Herbert S. Wells, 
Professor of Physiology and Pharmacology, has 
visited the laboratories of surgical research at Johns 
Hopkins, the University of Pennsylvania, and 
Wayne University to observe studies being carried 
out on burns and traumatic shock. A method for 
clinical measurement of peripheral blood flow re- 
cently developed at the Bowman Gray School of 
Medicine was tested on patients in the hospitals 
and clinics of the cities visited, and several sets of 
the apparatus were provided for the workers on 
shock so that studies on blood flow may be included 
as a part of their investigations. 

oK 7 * 


Dr. R. L. McMillan, Associate Professor of Clini- 
cal Medicine, and Dr. Tinsley R. Harrison, Professor 
of Medicine, addressed the Medical Officers of Camp 
Davis on January 9. Dr. MecMillan’s subject was 
“Treatment of Heart Disease in Young People”, 
and Dr. Harrison spoke on the “Differentiation Be- 
tween Structural and Functional Disorders of the 
Heart”. 


NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


There were 85,366 babies born in North Carolina 
last year, as compared with 80,971 in 1940, accord- 
ing to figures released by the Vital Statistics Di- 
vision of the State Board of Health. Deaths re- 
ported during last year numbered 32,154 which was 
58,212 less than the number of births, and 40 less 
than the total number of deaths occurring in 1940. 

The 1941 birth rate was 23.6, as compared with 
22.7 the previous year; while the death rate dropped 
from 9.0 to 8.9, the lowest ever recorded in North 
Carolina. There was a noticeable increase in the 
number of deaths among babies under a year old, 
the 1941 total having been 5,073, as compared with 
4,676 the preceding year, which raised the rate from 
56.3 per one thousand live births to 59.4. Maternal 
deaths showed a decrease, however, there having 
been only 354 of these last year, against 438 in 
1940, bringing the rate down from 5.3 to 4.1. 

Deaths from what the State Board of Health 
terms preventable accidents numbered 1,862, which 
was 427 in excess of the number reported in 1940. 
Added to these were 297 suicides and 382 homicides, 
swelling the number of violent deaths last year in 
North Carolina to 2,541. 

Deaths from diphtheria during the year dropped 
from 119 to 89. Figures now are beginning to re- 
flect the compulsory immunization law passed by 
the 1939 Legislature. Pneumonia deaths fell from 
2,041 to 1,896, and tuberculosis deaths from 1,782 
to 1,769. 

There was a pronounced decline in the number of 
deaths from puerperal (childbirth) septicemia. The 
total last year was only 53, as compared with 112 
in 1940. The decline is attributed by Board of 
Health physicians to improved methods of treat- 
ment. 


+ * * 


Dr. Carl V. Reynolds, State Health Officer, has 
issued a statement warning the public against the 
use of cooking utensils and refrigerator containers 
plated with cadmium, a substitute for aluminum, 


because of outbreaks of food poisoning traced to the 
use of this metal. 





104 NORTH CAROLINA MEDICAL JOURNAL 


Dr. Reynolds’ statement followed receipt of in- 
formation from Paul V. McNutt, Federal Security 
Administrator, who announced that his agency, un- 
der which the United States Public Health Service 
operates, had investigated these outbreaks of food 
poisoning and had found they were due to cadmium, 
which, investigators said, contains a poisonous sub- 
stance causing severe illness even when taken in 
small amounts. 

Mr. McNutt reported that both the Food and Drug 
Administration and the United States Public Health 
Service had found that five outbreaks, involving at 
least fifty persons, were traced to the consumption 
of frozen foods which had either been chilled in 
refrigerators equipped with cadmium-plated ice 
trays or served in cadmium-plated containers. 

“Symptoms of cadmium poisoning,” Dr. Reynolds 
reported, “include acute gastritis, nausea, cramps, 
vomiting, diarrhea and weakness. I]ness may occur 
within ten minutes after eating or drinking the 
contaminated food. As little as fifteen parts per 
million of cadmium may cause acute symptoms. 
Foods containing acid are particularly apt to be 
affected.” 

None of the cases reported, however, has been 
fatal, and, so far as was known last night, none 
has been reported in North Carolina. However, Dr. 
Reynolds said he felt he should issue the warning 
requested by Administrator McNutt, in order to put 
the people of this state on their guard. The Fed- 
eral Security Agency, he was informed, has con- 
ferred with manufacturers who produce plated 
goods, and it is probable that the use of cadmium 
for food-container purposes will be discontinued. 

Dr. Reynolds reported that “utensils in which 
cadmium has most frequently been detected are 
refrigerator ice trays, plated aluminum ware, water 
pitchers, meat grinders, and food choppers and 
mixers.” 

cK * * 


Dr. Carl V. Reynolds, State Health Officer, has 
issued a statement designed to clarify the nevessary 
requirements for securing delayed birth certificates, 
and the procedure that must be followed in order 
to secure certified copies of birth records already on 
file at the State Board of Health. 

Dr. Reynolds’ statement follows: 

“In view of criticisms that have reached the State 
Board of Health from some applicants for delayed 
birth certificates who have experienced delays which 
they termed unreasonable, I take this opportunity 
to say that, upon personal investigation, I have 
found that the fault in practically every suvh case 
rested with the applicant and not in this Depart- 
ment. 

“The term ‘delayed birth certificate’ is applied to 
cases where the person was born before October 1, 
1913, or those who, although they were born since 
that time, have failed to have their births recorded. 

“Under the provisions of the Vital Statistics Act 
as amended by the 1941 Legislature, applications 
for delayed birth certificates should be sent, in each 
instance, to the Register of Deeds of the county in 
which the birth occurred, and not to the State Board 
of Health. When such applications are sent to the 
wrong place, as thousands have been, this entails 
additional correspondence and consequent delay, 
which results in unjust criticism. 

“In order to secure a delayed birth certificate, 
you must send your application, together with fifty 
cents, to the Register of Deeds of the county in 
which you were born. He will then send you a 


notice advising you what information it is ne7es- 
sary for you to furnish, and when you have fur- 
nished this information, he will execute a certifi- 
Now, if you desire a certified 


cate and record it. 
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copy for personal use and will send him the fee 
prescribed by him, the Register of Deeds will pro- 
vide you with said certified copy, or you can secure 
it from the State Board of Health in Raleigh for 
fifty cents, which must be enclosed with your re- 
quest. 

“If you were born since October 1, 1913, and 
your birth was properly registered, communicate 
directly with the State Board of Health in Raleigh, 
enclosing a fee of fifty cents, and you will receive 
a certified copy of your birth certificate.” 





FOURTH DISTRICT MEDICAL SOCIETY 

The Fourth District Medical Society met on Feb- 
ruary 3 at the Johnston Country Club, Smithfield, 
as guests of the Smithfield doctors and the Johns- 
ton County Medical Society. A barbecue supper 
was served. 

The meeting was called to order by Dr. W. G. 
Wilson of Smithfield, who welcomed the guests and 
then turned the meeting over to the President, Dr. 
L. Jack Harrell of Goldsboro. Dr. T. B. Aycock of 
the Department of Surgery of the University of 
Maryland gave a paper on “The Surgical Treat-° 
ment of Peptic Ulcer”, and Dr. W. W. Vaughan of 
Watts Hospital, Durham, gave a paper on “The 
Value of Gastroscopy in the Differential Diagnosis 
of Stomach Lesions.” Both papers were illustrated 
with slides. 

The next meeting of the Society will be held in 
Rocky Mount on June 6. Dr. Carlo J. Tripoli of 
the Department of Medicine of Louisiana State 
University Medical School will be the guest speaker. 





BUNCOMBE COUNTY MEDICAL SOCIETY 
At the first meeting of the Buncombe County 
Medical Society for 1942, held on January 5, Dr. G. 
Westbrook Murphy gave his Presidential Address. 
On January 19 Dr. Cecil Cullen Belcher spoke on 
“The Evaluation of Retrograde and Excretory Uro- 
graphy”. 





FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society met on 
Tuesday, January 13, in the amphitheater of the 
Bowman Gray School of Medicine. A Symposium 
on Hypertension was presented by members of the 
faculty. “The Renal Pressor Substance” was dis- 
cussed by Dr. John R. Williams: “The Renal Anti- 
Pressor Substance” by Dr. Arthur Grollman; and 
“The Modern Concept of the Mechanism of Clinical 
Hypertension” by Dr. Tinsley R. Harrison. 





GUILFORD COUNTY MEDICAL SOCIETY 


Dr. W. Halsey Barker, Associate in Medicine and 
Assistant Dean of the Medical School, Johns Hop- 
kins University, was the guest speaker at the Janu- 
ary meeting of the Guilford County Medical Society, 
held in the King Cotton Hotel at Greensboro on 
January 8. Dr. Barker’s subject was the “Treat- 
ment of Pneumonia”. 





HALIFAX COUNTY MEDICAL SOCIETY 
The Halifax County Medical Society met on Janu- 
ary 9 at the Roanoke Rapids Hospital. Dr. William 
H. Roper of Sanatorium )resented a paper on “Tu- 
berculosis”, which was followed by a round table 
discussion of the subject. 
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HAYWOOD COUNTY MEDICAL SOCIETY 


The following officers for 1942 were elected at 
the January meeting of the Haywood County Medi- 
cal Society: President, Dr. C. N. Sisk, Waynesville; 
Vice President, Dr. C. F. Owen, Jr., Canton; Sec- 
retary, Dr. J. Frank Pate, Canton; Delegate to State 
Society Meeting, Dr. R. H. Moore, Canton; Alter- 
nate, Dr. J. R. McCracken, Waynesville. 





MECKLENBURG COUNTY MEDICAL SOCIETY 


Officers of the Mecklenburg County Medical So- 
ciety for 1942 are: Dr. E. J. Wannamaker, Presi- 
dent; Dr. L. C. Todd, First Vice President; Dr. J. 
C. Montgomery, Second Vice President; and Dr. 
R. Z. Query, Secretary-Treasurer. Dr. H. Stokes 
Munroe, Jr., is Editor of the Bulletin; Dr. Walter 
B. Mayer and Dr. Allan Tuggle are Associate Edi- 
tors; and Dr. W. R. Pitts is Business Manager. 





ANNUAL CONGRESS ON MEDICAL 
EDUCATION AND LICENSURE 


The Thirty-Eighth Annual Congress on Medical 
Education and Licensure will be held at the Palmer 
House in Chicago on February 16 and 17. The 
Congress is composed of the Council on Medical 
Education and Hospitals of the American Medical 
Association and the Federation of State Medical 
Boards. 





AMERICAN CONGRESS ON OBSTETRICS 
.AND GYNECOLOGY 
St. Louis, Missouri, April 6-10, 1942 


The general features of the program for 
coming Congress may be announced as follows: 

The morning sessions will be divided into two 
periods from 9:30 to 11 and 11 to 12. The more 
formal presentations will appear in the first period. 

Monday morning at 11 o’clock there will be a 
general “Obstetric Information Please”, based on 
the well known quiz program and presided over by 
a moderator and four experts. This will be re- 
peated on Wednesday morning, for shock and hemor- 
rhage and Friday, on economics. Clinical confer- 
ences on genital infections will be held Tuesday 
morning at 11 and Thursday morning on “How not 
to treat Carcinoma”. During the afternoons various 
groups will present formal programs devoted to 
nursing, public health, and hospital administration, 
among which will be certain combined programs. 

A special feature of this Congress will be a daily 
consultation service at 3:30. About 50 nationally 
known physicians will make themselves available 
for fifteen-minute consultations through a registra- 
tion system by individual practitioners who may 
desire such advice in their specific problems. 

Round table discussions will also be arranged by 
the section chairmen. 

Practical demonstrations are scheduled in the 
scientific exhibit area on manikin deliveries, home 
care technique, and blood transfusions. Details of 
programs of other sections will appear shortly. 

Further information is available at the Central 
Office of the Congress at 650 Rush Street, Chicago. 
Hotel reservations should be made directly and at 
an early date. Physicians, nurses, public health 
administrators, educators, and hospital administra- 
tors are urged to send in their registration fee of 


$5.00. 
GEORGE W. KOSMAK, M.D. 
Chairman, Professiona] Publicity, 


the 
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CHICAGO SELECTED For 1942 CLINICAL 
CONGRESS OF THE AMERICAN 
COLLEGE OF SURGEONS 


Because of the war, the thirty-second annual 
Clinical Congress of the American College of Sur- 
geons will be held in Chicago October 19 to 23, in- 
stead of in Los Angeles as originally planned. Head- 
quarters will be at the Stevens Hotel. The twenty- 
fifth annual Hospital Standardization Conference 
sponsored by the College will be held simultaneous- 
ly. The programs of both meetings will be based 
chiefly on wartime activities as they affect surgeons 
and hospital personnel in military and civilian ser- 
vice. 





SOUTH ATLANTIC ASSOCIATION OF 
OBSTETRICIANS AND GYNECOLOGISTS 


The South Atlantic Association of Obstetricians 
and Gynecologists met on February 6 and 7 at the 
Atlanta Biltmore Hotel in Atlanta, Georgia. North 
Carolina physicians appearing on the program were 
Dr. C. H. Mauzy of Winston-Salem, who gave a 
case report on “Acute Yellow Atrophy of the Liver”; 
Drs. Kenneth Dickinson and I. M. Proctor of Ral- 
eigh, who presented a paper on “Comparative 
Measurements of the Female Pelvis”; and Drs. 
Bayard Carter of Durham and O. Hunter Jones of 
Charlotte, who were discussants of papers. Among 
the officers of the Association were Dr. Oren Moore 
of Charlotte, President-Elect, and Dr. Robert A. 
Ross of Durham, Secretary-Treasurer. Dr. W. Z. 
Bradford of Charlotte represented North Carolina 
on the Executive Committee. 





NEwS NOTES 


Dr. Thomas H. Byrnes of Charlotte has been 
called to active duty at the Naval Hospital at 
Charleston, South Carolina. Dr. Byrnes organized 
a hospital unit there last June and was com- 
missioned as a Lieutenant. Commander. 

* * ok 


Dr. J. Rush Shull of Charlotte presented a paper 
on “X-Ray Examination of the Small Intestine” be- 
fore the York County Medical Society in South 
Carolina on January 6. 


* * * 


Dr. R. A. White of Asheville was elected Secre- 
tary-Treasurer of the Southern Inter-Urban Obstet- 
rical and Gynecological Club during the session of 
the Southern Medical Association at St. Louis, and 
was re-elected Vice Chairman of the Section on 
Obstetrics of the Association. 

* * * 


Dr. Curtis Crump of Asheville presented a case 
in the lymphoblastoma group before the American 
Association for the Study of Neoplastic Diseases, 
meeting in Washington, D. C., December 18-20. 


* * * 


Dr. Tom Stringfield, Jr., of Waynesville is now 
serving with the American Medical Unit somewhere 
in England. 

* oe * 

Dr. Dudley Smith of Waynesville, who has been 
serving for more than a year with the Harvard 
Medica] Unit in England, has returned home, 














AUXILIARY 





THE PUBLIC RELATIONS COMMITTEE 


The Public Relations Committee of the 
Auxiliary to the Medical Society of the State 
of North Carolina was. first organized be- 
cause it was felt that wives of doctors 
through their membership in other organi- 
zations could do much to help interpret the 
aims and objectives of the Medical Society 
to the general public, to awaken the public 
from its indifference, and to abolish its dis- 
trust of organized medicine. The committee 
was organized in 1932 with Mrs. J. O. Mc- 
Clelland as its first chairman. 

Mrs. Frank P. Dwyer, National Chairman 
of Public Relations, in her excellent article 
in the post convention issue of the Bulletin 
of the Woman’s Auxiliary to the American 
Medical Association, says that the aim of 
this committee should be “to maintain a pro- 
found and lasting confidence as well as an 
understanding and abiding interest in 
American medicine, the achievements of 
which have given us the highest standards 
of medical service in the world.” The world 
in which we find ourselves today offers un- 
limited opportunities to members of the 
State Medical Auxiliary to accomplish this 
aim. 

Now that women everywhere are asking, 
“What can I do to help my country?” the 
outline of work planned by Mrs. Dwyer 
seems an answer not only for wives of doc- 
tors, but for all who are really anxious to 
work intelligently in this time of emergency. 
As an aid to those who are working in vari- 
ous civic organizations and clubs the last 
half of the comprehensive outline is given 
below. 


Home Defense as Auxiliary Work in pub- 
lic relations aye 
A. Nutritional defense. 

1. For the annual public relations pro- 
gram present authentic information 
on nutrition with respect to such 
subject matter as the following: 

a. Nutritional problems during 
war. 
b. Food values, their preservation 
for the maintenance of health. 
c. The relation of refined foods to 
health. 
. The adequate diet at low cost, 
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e. Vitamin concentrates, their 
value and use. 


Note: Extreme care should be 
taken to see that the most au- 
thoritative speakers available 
are secured for such programs. 
Medical subjects should be pre- 
sented by trained medical 
speakers. 

B. Civilian Defense. 

1. Morale in the community. 

a. Cooperate in presenting pro- 
grams to lay groups stressing 

(1) the need of adjustments 

to unpredictable changes. 

(2) the need and assurance of 

return of personal rights. 

(3) the importance of pre- 

serving the democratic 
way of life. 

b. Cooperate with local civilian de- 
fense committees in all plans 
for home defense. 

c. Cooperate with relief organiza- 
tions, such as the Red Cross. 

Note: As an auxiliary organi- 
zation we may not affiliate with 
other organizations. However, 
we are urged to cooperate with 
all relief organizations in every 
way possible. 

2. Material aid for physicians and 
their families in military camps 
(See resolutions passed by House of 
Delegates of Woman’s Auxiliary). 

a. Assist in securing housing for 
physicians’ families. 

b. Provide social and recreational 
activities for them. 

ec. Arrange for attendance of doc- 
tors and wives in military ser- 
vice at local medical and auxili- 
ary meetings. 

C. Pan American .Defense. 

1. Promote interest in the medical and 
social problems of other American 
nations. 

2. Study means of harmonious cooper- 
ation for mutual benefit. | 


May we not as doctors’ wives bend every 
effort to interest all organizations to which 
we belong in some phase of defense work? 
In this way every member of the Auxiliary 
can become a member of the Public Rela- 
tions Committee. | 
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BOOK REVIEWS 


Surgical Practice of the Lahey Clinic. 897 
pages with 376 illustrations. Price, $10.00. 
Philadelphia: W. B. Saunders Company, 
1941. 

The title of this book indicates that it relates the 
experiences of the men in the Lahey Clinic. It does 
just that, for bibliographies are meager and usually 
refer to the work of some member of the clinic. 
One is impressed by the volume of work and the 
skill with which it has been done, as evidenced by 
the mortality statistics. Many new and useful pro- 
cedures have been devised and are clearly described 
by the clinic group. There is considerable repeti- 
tion of operative provedures that might well be 
eliminated. In discussing all major operations em- 
phasis is placed on the use of trained anesthetists. 
Certainly every surgeon should be in accord with 
this idea. Many references are made to the ex- 
perience of the clinic, which is undoubtedly great; 
however, if some of the editorial pronouns were 
omitted, the book would be more pleasant to read. 

There are comparatively few mistakes in the text 
and those that are present are unimportant: but it 
is rather startling to read about a “urinary intake”. 
The book is well illustrated and contains much help- 
ful information for the surgeon. 








Manual of Diseases of the Eye. By Charles 
H. May, M.D., Consulting Ophthalmologist 
to Bellevue, Mt. Sinai and French Hospitals, 
New York; formerly Chief of Clinic and In- 
structor in Ophthalmology, Medical Depart- 
ment of Columbia University and Director 
of the Eye Service at Bellevue Hospital, 
New York. Assisting in this edition was 
Charles A. Perera, M.D., Associate in Oph- 
thalmologv, College of Physicians and Sur- 
geons, Medical Department of Columbia 
University, New York; Assistant Attending 
Ophthalmologist, Presbyterian Hospital, 
New York. Ed. 17. Baltimore: William 
Wood and Company, 1941. Cloth, $4.00. 

In this seventeenth edition of May’s text there 
are 387 illustrations, including 32 plates, with 92 
colored figures. The work has been brought 
thoroughly up to date. Some parts have been re- 
written entirely. Of special interest are those ad- 
ditions which adapt the work to the present military 
and civil service requirements. Among the addi- 
tions are two color plates. One presents one each 
of the series of Stilling’s and Ishihara’s pseudo- 
isochromatic plates for testing color perception; the 
other shows the Koch-Weeks and Morax-Axenfeld 
bacilli. A valuable addition to the work is an ap- 
pendix giving the ocular requirements for admission 


to the Army, Navy, Marine and Air Services of the > 


United States. Now that we are at war these are 
especially timely. The only errors observed in the 
book are in the titles of the plates for testing 
color perception. The “Stilling” plate is entitled 
“Ishihara”, and the “Ishihara” is entitled “Stilling”. 

May’s book is a standard text for the undergradu- 
ate and the general practitioner of medicine. Its 
popularity is attested by the fact that seventeen 
English editions have been published and that it 
has been published in nine other languages, a Por- 
tuguese and an East Indian edition having been pub- 
— aoe the sixteenth English edition came out 
m ° 
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Cardiac Clinics: A Mayo Clinic Monograph. 
By Frederick A. Willius, B.S., M.D., M.S. 
in Med., Head of Section of Cardiology, 
Mayo Clinic, and Professor of Medicine, 
Mayo Foundation for Medical Education 
and Research, Graduate School, University 
of Minnesota. Illustrated. Price, $4.00. St. 
Louis: The C. V. Mosby Company, 1941. 


In this little book Dr. Willius has attempted to 
summarize many of the important features of the 
common types of heart disease. The discussion is 
centered around specific case histories and the va- 
rious types of heart disease are not discussed in 
detail as such, but mainly in relation to particular 
patients. This method of presentation has certain 
advantages over the more commonly used methods 
in which types of diseases are discussed in detail, 
and reference is made, either not at all or only in 
passing, to specific instances of the disease. The 
advantage of the method of presentation employed 
by Dr. Willius is that is often enables the reader to 
pick out an illustrative case which fits one of his 
own patients. The disadvantage of this method is 
that it often gives the reader too narruw a point 
of view. Some physicians will benefit greatly by a 
book of this type. Others will derive more value 
from a book in which the more orthodox method of 
presentation is used. 

The discussion is limited largely to the common 
heart diseases and to the purely practical aspects 
of these diseases. On the one or two occasions when 
the author goes into the pathological physiology of 
cardiac disease, his presentation is less accurate 
and less specific than when he focuses his attention 
on the more practical considerations. ‘The man who 
is already experienced and thoroughly up-to-date in 
the field of cardiac disease will find little that is 
new in Dr. Willius’ book. The medical student prob- 
ably needs a different type of book. The average 
general practitioner, who sees heart patients only 
occasionally, will find a great deal of valuable in- 
formation in Cardiac Clinics. 


Infant Nutrition. By McKim Marriot, M.D., 


and P. C. Jeans, M.D. Ed. 3. Pp. 476. 
Price, $5.50. St. Louis: The C. V. Mosby 
Co., 1941. 


In an excellent revision by Dr. Jeans, Marriot’s 
Infant Nutrition is now brought up to date in this 
third edition. Dr. Jeans has continued Marriot’s 
effort to provide a small but complete textbook cov- 
ering all phases of nutrition in infancy. 

In general, Infant Nutrition provides a very good 
review of the subject for general practitioners and 
pediatricians, in whose practices nutrition plays such 
a great role. In feeding children it is very easy to 
get into habits which: are not -necessarily in line 
with our present-day knowledge of nutrition. In 
this book. it is pointed out that the feeding of nor- 
mal infants can be a very simple procedure with- 
out resort to complicated formulas or expensive 
commercial products which for their popularity de- 
pend upon very questionable scientific theories. Dr. 
Jeans again stresses the value of acidified milk mix- 
tures for infant feeding, particularly in the South. 

In addition to the chapters covering the specific 
techniques of feeding infants, there is a very ex- 
cellent section in the book discussing theoretical 
nutritional requirements of infants, with a separate 
chapter on the various vitamins. The last third of 
the book is concerned with various nutritional] dis- 
eases, including ¢cysentery and diarrheas, and dis- 
cusses particularly the feeding of infants with these 
conditions. 

This book should be of great value to anyone in- 
terested in the care of children. 
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American Illustrated Medical Diction- 

ary. By W. A. Newman Dorland, A.M., 
M.D., F.A.C.S., Lieutenant-Colonel, M.R.C., 
U. S. Army, Member of the Committee on 
Nomenclature and Classification of Diseases 
of the American Medical Association, Edi- 
tor of “American Pocket Medical Diction- 
ary”; with E. C. L. Miller, M.D., Medical 
College of Virginia. Ed. 19. 1647 pages, 
illustrated. Philadelphia and London: W. 
B. Saunders Co., 1942. 

This nineteenth edition of The American Illus- 
trated Medical Dictionary has received a thorough 
revision. There have been added 2,000 new words, 
covering the terminology in endocrinology, physical 
therapy, biochemistry, new medicinal preparations. 
and other recent innovations which the student and 
practitioner encounter in daily reading. The indis- 
pensability of a medical dictionary needs no com- 
ment, and the present volume is recommended ito 
anyone lacking this essential tool or desiring to 
replace an out-of-date edition. It is in the re- 
viewer’s opinion one of the best, if not the best, of 


The 


the currently available medical dictionaries. 





Essentials of Electrocardiography. By Rich- 
ard Ashman and Edgar Hull. Ed. 2. Price, 
$5.00. New York: The Macmillan Co., 1941. 


This text is an excellent treatise on electrocardi- 
ography and is exceptionally well arranged. The 
illustrations and charts are particularly good. The 
section on borderline electrocardiograms is especial- 
ly useful, particularly since these records are the 
source of much error. The idea of correlating the 
clinical data and using electrocardiography purely 
as a laboratory procedure to confirm clinical im- 
pressions is commendable. The authors’ principle 
of not reading too much into any given electro- 
cardiogram is one which should be followed by those 
who endeavor to perform this type of work. 

The purpose of the text as stated by the authors 
is to present a treatment of theoretical and practi- 
cal essentials of electrocardiography. The book is 
planned for beginning and advanced students. This 
is an excellent work, but probably it is couched in 
terms too complex for the average medical student 
to comprehend. 





Nutritional Deficiencies: Diagnosis and 
Treatment. By John B. Youmans, A.B., 
M.S., M.D., Associate Professor of Medicine 
and Director of Postgraduate Instruction, 
Vanderbilt University Medical School, 
Nashville, Tennessee; assisted by E. White 
Patton, M.D. 385 pages, illustrated. Price, 
$5.00. Philadelphia: J. B. Lippincott Com- 
pany, 1941. 

The rapid progress which has been made in our 
understanding of the clinical aspects of nutritional 
deficiencies and the appreciation of their multiple 
manifestations and wide distribution will make the 
present volume a welcome addition to the practi- 
tioner’s library. The author has had wide experi- 
ence in the, handling of patients suffering from the 
various avitaminoses, and in the present volume 
covers fully all the clinically significant facts. Tabu- 
lar summaries of the vitamins, their principal dieta- 
ry sources, and the laboratory methods used in the 
diagnosis of deficiency diseases are appended. The 
book is admirably written in a clear and succinct 
style and may be read with profit by all engaged 
in the practice of medicine. 
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Manual of Clinical Chemistry. By Miriam 
Reiner, M. Sc., Assistant Chemist to The 
Mount Sinai Hospital, New York; and 
Harry Sobotka, Ph.D., Chemist to The 
Mount Sinai Hospital. 296 pages, with 18 
illustrations. Price, $3.00. New York: In- 
terscience Publishers, Inc., 1941. 

The value of chemical analytical procedures in 
medical practice increases constantly and has 
reached a stage where certain procedures are prac- 
tically indispensable. The present volume is com- 
plete and up-to-date, including special procedures 
used in the avitaminoses, in endocrine disturbances, 
and in hemorrhagic disease. In spite of this com- 
pleteness, it is written in -so brief and succinct a 
manner that it may serve as a pocket-handbook for 
ready reference by the intern, technician, or anyone 
called upon to carry out these laboratory procedures. 
The practitioner who does his own clinical chemical 
tests will also find this manual an invaluable aid. 





Shock Treatment in Psychiatry: A Manual. 
By Lucie Jessner, M.D., Ph.D., and V. Ger- 
ald Ryan, M.D. Cloth. 149 pages. New 
York: Grune and Stratton, Inc., 1941. 


This is an authoritative manual on the various 
methods of shock therapy utilized in psychiatry. 
The authors have reviewed the literature in a 
thorough and competent manner and presented their 
material in a well organized and readable form. 
The book deserves a place in the library of every 
psychiatrist and neurologist, and will likewise find 
a warm reception among practitioners of medicine 
who wish to be brought abreast of this new de- 
velopment in therapy. 

As befits its importance, insulin shock receives 
the greater share of space in the book. The his- 
torical aspects of insulin therapy are treated in an 
interesting manner. It is recalled that Manfred 
Sakel, who had used insulin in a large number of 
eases of drug addiction, first used the hormone in 
the production of hypoglycemic states in 1928. The 
early cases in which remarkable mental changes 
followed severe insulin reactions led Sakel to the 
conclusion that the procedure might be of benefit 
in the treatment of certain psychoses. Whatever 
the: eventual conclusion may he regarding shock 
therapy, it is already evident that it will come to 
be regarded as one of the landmarks in the color- 
ful history of psychiatry. Jessner and Ryan have 
performed a service in assembling our knowledge of 
this subject. ‘ 

For the physician who utilizes shock therapy in 
his: practice the book gives specific information as 
to technique, and the authors discuss fully the com- 
plications to be encountered, the changes during 
treatment, and the mechanism of improvement. It 
is emphasized that the cardinal prognostic factor is 
the duration of the disease before the onset of 
treatment. 

Metrazol and electric convulsive therapies are 
also discussed in proper detail. The well recognized 
point is made that metrazol is finding its most 
effective use in the affective disorders. Its use in 
depressive patients is described as strikingly help- 
ful. The difficult problem of involutional melan- 
cholia has been approached in the light of this 
knowledge, and the results have been excellent. 

Altogether, the book makes interesting reading, 
and deserves careful attention. Surely psychiatry 
is entering a new era, and this manual is “must” 
reading for the physician who intends to utilize 
these important new aids in therapy. 





